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This essay endeavours to provide the reader with a brief overview of 
paranoid/persecutory ideation in terms of definitions and prevalence. The question 
of why clinical psychologists may be asked to work with individuals with these 
beliefs will be discussed. Following this an exploration of different models and 
approaches to understanding the function and meaning of paranoid/persecutory 
ideation will be examined as well as recommendations made regarding clinical 
psychological intervention. Finally issues for the clinical psychologist working 
with this client group will be discussed. Throughout the essay I will attempt to 
incorporate any personal clinical experiences I have had that connect with the 
issues discussed.
Introduction
The concept of persecutory and paranoid ideation has received more attention than 
other abnormal beliefs. This is in part because they captured the interest of early 
psychoanalysts (Freud 1911/1958) and because they are so commonly observed in 
clinical practice; high rates of persecutory and paranoid beliefs have also been 
reported cross-culturally (Stompe et al,. 1999).
Paranoid and persecutory ideation is commonly associated with a diagnosis of 
psychotic disorder; in both the DSM-IV (APA 1993) and ICD-10 (WHO, 1990) 
classification systems, paranoid ideation is considered one of the primary first rank 
symptoms of the diagnosis of paranoid Schizophrenia. This paranoid ideation often 
presents in the form of delusional beliefs and cognitions such as believing that 
others are conspiring against them or poisoning them, that evil powers are 
threatening them or that the police are watching them constantly.
There has been much debate about defining delusions and how to define them 
when they are persecutory (Bentall et al, 2001) although Wing et a l (1974, cited 
in Bentall et al, 2001) describe a persecutory delusion as follows:
The subject believes that someone, or some organisation, or some force or power, 
is trying to harm him (sic) in some way: to damage his reputation, to cause him 
bodily injury, to drive him mad to or bring about his death. (Wing et a l, 1974 p. 
170, cited in Bentall et al, 2001).
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It should be noted however that paranoid thinking can occur in the absence of a 
diagnosis of psychosis; Freeman et al. (2005) report results of a web-based study of 
1000 people which found that one third reported regularly occurring suspicious 
thoughts. Whilst it could be argued that suspicious thoughts do not necessarily 
constitute paranoid/persecutory ideation it is interesting to note that there is a body 
of research (Fenigstein, 1997) that places paranoia on a continuum. Current 
thinking has suggested that psychosis and “normal” experience exist at two ends of 
a continuum and it is more useful to think of psychosis as a more severe 
manifestation of some of the anomalies in thought, belief and experience that can 
affect non psychotic individuals at one time or another (Fowler et al, 1995). This 
approach has several advantages over the previous bizarre and abnormal view of 
psychotic symptoms; individuals are less likely to feel stigmatised and anxious and 
more “normal” and hopeful about recovery.
It is also important at this point to note the existence of Paranoid Personality 
Disorder (an axis 2 diagnosis on DSM-IV) which is characterised as an enduring 
pattern of cognition, affectivity, interpersonal functioning and impulse control in 
which the individual exhibits “a pervasive distrust and suspiciousness of others 
such that their motives are interpreted as malevolent” (p. 633). Other categories of 
personality disorder, such as Schizotypal and Borderline Personality Disorder are 
also categorised by paranoid/persecutory ideation.
As discussed above delusions, including paranoid and persecutory ideation, have 
been associated with a number of psychiatric diagnoses; however the evolution of 
psychopathology as a science has resulted in many changes in diagnostic systems 
and opportunities for contusion. Because of the ongoing debate around diagnosis 
some authors (Bentall et al, 2001) have suggested that focus should be on specific 
types of behaviours and experiences rather than diagnostic categories. This 
approach also has the advantage of not relying on assumptions about how 
symptoms cluster and will be one which I will adopt in this essay. Therefore I will 
be examining the concept of paranoid and persecutory ideation as an experience 
rather than viewing it as part of a specific diagnosis. However I am aware that the 
majority of studies and research carried in this field have tended to focus on 
delusions and been carried out with individuals with a diagnosis of psychosis, 
usually Schizophrenia. Individuals with paranoid/persecutory delusions tend to 
experience the most distress, and are most likely to feel afraid and be in need of
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support and intervention. As these are the people most likely to present to mental 
health services and require the help of clinical psychologists I will be focussing on 
delusional beliefs, mostly experienced with psychosis throughout this essay. As 
previously discussed the view of bizarre beliefs being on a continuum suggests that 
delusions are an extreme form of “normal” experiences and as such proposals 
about both function and meaning and interventions for delusions could be argued to 
be applicable to those individuals experiencing paranoid/persecutory ideation 
without a diagnosis of psychosis.
Why individuals with paranoid/persecutory ideation may benefit from 
intervention
Bentall and Taylor (2006) report that persecutory delusions are one of the most 
frequently occurring delusions. They are also most frequently associated with 
distress, depression and anxiety (Freeman & Garety 2004; Kreitler & Kreitler 
1997) while Maguire (2002) reports that these individuals also often experience 
intense fear in relation to their paranoid/persecutory beliefs. Persecutory delusions 
also have important ramifications for the individual concerned; Wessely et 
o r/. (1993) report that a high proportion of individuals diagnosed with Schizophrenia 
and paranoid delusions act upon their beliefs (i.e. attempt to escape persecution and 
harm others or themselves) while Castle et nr/. (1994) found that presence of 
persecutory delusions was a predictor of admission to hospital. This finding reflects 
my personal experience of working in a forensic hospital setting where several of 
the patients I worked with had experienced paranoid/persecutory delusions and in 
some cases had acted on them with tragic consequences.
It appears therefore that individuals with paranoid/persecutory ideation are likely to 
find these beliefs distressing, are often very fearful and may be at higher risk of 
harming themselves or others in the course of acting on their beliefs. These 
findings suggest that these individuals may benefit from psychological 
intervention. Different models of paranoid/persecutory ideation have been 
proposed by various psychological approaches and each propose specific ways in 
which clinical psychology intervention can be used to help these individuals.
Evolutionary and Neuropsychological approaches
Green and Phillips (2004) carried out a review of studies investigating social threat 
perception and the evolution of paranoia. They propose a biological/neuroscience
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understanding of the meanings and functions of paranoid and persecutory ideation, 
which proposes that clinical states of paranoia reflect normal variation/biases in 
affective mechanisms which evolved (in a Darwinian sense) to facilitate the 
efficient threat detection in humans.
Green and Phillips’ (2004) proposals are based on the premise that rapid and 
effective judgements about the significance of social threats are crucial for species 
survival and that the mechanisms underlying these judgements are impaired in 
individuals with paranoid and persecutory delusions; the majority of studies 
reviewed involved individuals with a diagnosis of Schizophrenia and abnormal 
delusions and hallucinations of a persecutory nature.
A number of specific mechanisms/processes are proposed to be impaired in 
individuals with persecutory and paranoid ideation. Davis and Gibson (2000) 
report findings that individuals with a diagnosis of paranoid Schizophrenia have a 
heightened perception of certain negative emotions and this may be relevant to the 
genesis of persecutory delusions. Green and Phillips (2004) suggest that 
persecutory delusions are associated with biased attention and memory associated 
with personal threat which in turn leads to a higher expectation of negative 
experiences. They also investigated the concept of “vigilance-avoidance” 
(Matthews 1990) in threat and persecutory delusions and propose that individuals 
with paranoid ideation have an initial orientation towards threat-related stimuli 
which is followed by an avoidance of threat to reduce associated anxiety. This 
proposal challenges the simpler conceptualisation of persecutory delusions as 
involving increased attention to threat. In terms of physical structures Green and 
Phillips (2004) review studies of individuals with persecutory ideation which have 
found impaired functioning in the amygdala and pre-frontal cortices which are 
involved in interpreting signs of danger from facial expressions and social stimuli 
and result in an abnormally heightened perception of social threat.
A neurobiological and evolutionary explanation of the function and meaning of 
paranoid/persecutory ideation accounts for the proposal of ideation being on a 
continuum and the high rates of paranoid thoughts in individuals without a 
diagnosis of psychosis or mental health problems. It explains the function of 
paranoid ideation in evolutionary terms which appears intuitively acceptable. The 
studies reviewed use quite clinical experiments, situations and setting i.e.
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measuring eye movement, neuroimaging following the presentation of different 
facial expressions etc. which provide very useful information in terms of specific 
mechanisms involved but may be limited in their ability to explain real life 
phenomena and the complexity of paranoid ideation and the very subjective nature 
of paranoid beliefs. The model’s main limitation in relation to this essay is that it 
does not make direct suggestions for ways in which clinical psychologists can help 
people with paranoid/persecutory ideation, however being equipped with a 
knowledge of which mechanisms may be involved will add to formulation 
especially with individuals who have developed paranoid/persecutory ideation 
following head injury.
Psychodynamic Approaches
The psychodynamic approach, specifically the Kleinian Perspective (cited in 
Gomez 1997), to the issue of paranoid and persecutory ideation proposes that 
paranoid psychotic patients project their fears and unhappiness with an object onto 
more distant objects. This approach views paranoid and persecutory ideation as 
defence mechanisms or “intrapsychic defensive manoeuvre (s)” (Waska 2002 pp 
147) which aim to preserve the omnipotent self and idealised object from the oral 
demands and hatred of the ego. This is achieved through the defences of splitting 
(i.e. compartmentalising the world and others into separate good or bad categories) 
and denial and projective identification (i.e. a complex and extreme form of 
projection in which the individual projects whole aspects of themselves onto 
another). Over time the combination of these defence mechanisms result in nearly 
all objects being perceived as threatening and persecutory. This has implications 
for the therapeutic relationship an individual forms with an analyst as this often 
develops into one in which the analyst is felt to be demanding, hurtful and 
abandoning while the individual feels capable of destroying or damaging the object 
in this instance the analyst; this results in the individual experiencing primitive 
guilt. The Kleinian perspective proposes that it is the combination of this primitive 
guilt and paranoia that is at the core of many individuals’ psychoses.
Kleinian explanations of paranoid and persecutory ideation as a defence 
mechanisms have implications for the goals of analytic work and how clinical 
psychologists working from this approach can help these individuals with their 
fear. Waska (2002) discusses the Kleinian approach to this work and highlights the 
goals for therapy as the promotion of insight and self-knowledge through the
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transference relationship. This decreases the defences of splitting, denial and 
projective identification and brings the mind closer in line with reality. He notes 
however that this realignment with reality is not always possible and so suggests in 
these cases that therapy should aim to enable the patient to better tolerate 
themselves and their version of the world.
In his discussion of the Kleinian approach Waska (2002) discusses case material 
from analysis with a female client with a diagnosis of psychosis and 
paranoid/persecutory ideation. One of the things that struck me most about this 
work was that the analysis continued for four years over which time a lot of 
progress was made; the client formed friendships, completed college courses, built 
a trusting relationship and “her internal struggle with feelings of persecution, loss, 
guilt and fragmentation decreased”. (Waska 2002 p 160). These findings suggest 
important improvements in this client’s life outside of simple symptom reduction 
however it appears that while progress was made through this intervention the 
current limitations and resource struggles in the National Health System (NHS) 
suggest that this type of long-term intervention will not be readily made available. 
The National Institute for Clinical Excellence guidelines for Schizophrenia (2002) 
suggest that “supportive psychotherapy is not recommended as a discrete 
intervention in the routine care of people with a diagnosis of Schizophrenia where 
other psychological interventions of proven efficacy are indicated and available” 
(p i3). It is however also important to note that individuals with a diagnosis of 
Schizophrenia do not comprise all individuals with paranoid/persecutory ideation 
and that NICE guidelines have been criticised for their focus on Cognitive 
Behavioural Therapy (CBT) treatments (Small 2006). When reading about 
psychotherapeutic approaches to working with clients I was also struck by 
comments made by Gomez (1997) that to be effective, psychotherapy of any kind 
must at times be “exposing, humiliating and nerve-racking, requiring courage and 
perseverance” (p26 Gomez 1997). While it is expected that most therapy will 
require motivation and hard work by the client the view that the client should feel 
humiliated and exposed felt to me inappropriate and unethical, even more so with a 
client group with paranoid and persecutory ideation who often feel very afraid and 
find it difficult to trust others. I am aware however that this is only one therapist’s 
view of one approach and is almost certainly not indicative of all psychotherapists.
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Cognitive and Cognitive Behavioural Approaches
Trower and Chadwick (1995) propose that there are two types of paranoia; “poor- 
me”, in which individuals tend to blame others and see themselves as victims and 
“bad-me”, in which individuals tend to blame themselves and see themselves as 
bad and deserving punishment. Trower and Chadwick (1995) suggest that paranoia 
represents a cognitive tendency to misperceive negative evaluations from others 
rather than a response to real threat. They further propose that the two types of 
paranoia are traits which are developed in childhood and remain stable throughout 
life. Melo et al. (2006) examined paranoid/persecutory ideation in a sample of 
acutely ill inpatients diagnosed with Schizophrenia or schizoaffective disorder. 
They found support for the two types of paranoia proposed by Trower and 
Chadwick (1995) however they propose a more complex picture as their results 
suggest that individual’s perceptions of their persecution (i.e. poor or bad me) 
varied across time and some extreme shifts in perceived deservedness of 
persecution were recorded. Melo et a l ’s (2006) findings support a more dynamic 
model of paranoia.
Whilst there appear to be some limitations with Trower and Chadwick’s (1995) 
rather simplistic model of paranoia it does have some important implications for 
clinical psychologists working with individuals with paranoid/persecutory ideation. 
Melo et al. (2006) found that individuals experiencing “bad-me” paranoia had 
higher levels of depression and that daily experiences had an impact on the type of 
paranoia an individual experienced. Melo et a l (2006) further propose that 
therapists should be aware of the potential for individuals to change in their 
evaluations of themselves and the associated impact of this change on levels of 
depression and self-esteem. They also suggest that in cases where attachment 
issues may be implicated in an individual’s ideation that therapists should consider 
exploring their early experiences and attitudes towards emotionally important 
figures in their current life.
Freeman et a l (2002) propose a dynamic cognitive model of the formation and 
maintenance of persecutory delusions, which draws from the work of previous 
theories (Bentall et al, 2001) and makes useful suggestions about interventions. 
The model is a multifactorial one, which conceptualises persecutory delusions as 
threat beliefs. These beliefs are proposed to arise from a search for meaning of 
internal or external experiences that are unusual, anomalous or emotionally
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significant for the individual. This emphasis on the interpretation of experiences is 
supported by findings that many individuals with persecutory beliefs have 
themselves been the victims of persecution in the form of discrimination, 
humiliation and threats (Fuchs, 1999).
In explaining the formation of these beliefs this model builds on the work of 
Bentall et al (2001) who propose that persecutory delusions act as an attributional 
defence against low self-esteem thoughts reaching consciousness; negative 
thoughts about the self are proposed to be prevented from reaching awareness by 
blaming others for negative events i.e. through persecutory delusions. Freeman et 
al. (2002) discuss a number of limitations with Bentall et al. ’s (2001) model, and 
while incorporating an attributional bias into their multifactorial model argue that 
persecutory delusions are a direct reflection of the emotions of the individual and 
not a defence.
Freeman et al. ’s (2002) model further proposes that the persecutory delusions 
formed reflect an interaction between psychotic processes, pre-existing beliefs and 
personality (particularly emotion) and the environment. The delusions are 
maintained by attentional processes which cause the acceptance of confirmatory 
evidence and the prevention of processing of discomfirmatory evidence1.
An important aspect of Freeman et al. ’s (2002) model is the central role of 
emotions (especially anxiety) and emotional distress, which is thought to arise from 
the content of delusions and from further appraisal of the delusion and associated 
experiences. This emphasis on emotions and in particular worry in persecutory 
ideation distress and persistence has been recently supported by the work of Startup 
et al. (in press).
The cognitive multifactorial model of persecutory delusions (Freeman et al, 2002) 
proposes a number of ways in which clinical psychologists can help individuals 
with persecutory delusions who feel afraid. Freeman et a l (2002) propose that 
clinicians working with this client group need to pay particular attention to issues 
of rapport and that the key aim of therapy is to help the client construct alternative 
non-delusional models of their experiences that are acceptable and non­
stigmatising. This is achieved through exploring individuals’ explanations of their
1 See Appendix 1 for more details of the model
13
experiences and reducing the emotional distress through changes in the amount of 
conviction in threat beliefs. The work may involve the use of coping strategies such 
as reducing the focus on delusions, building trust in the therapeutic relationship and 
dealing with high levels of emotional distress.
Freeman et a l ’s (2002) model emphasises an individualised collaborative approach 
to intervention with a particular focus on identified maintaining factors such as 
reasoning and attentional biases. Intervention should therefore consider safety 
behaviours the individual may engage in (i.e. avoidance of certain situations) 
which both increase the power of threat beliefs and may increase feelings of 
powerlessness and depression. Another aspect the model addresses is the emotional 
distress associated with delusions. In terms of intervention for this the model 
recommends discussing the links between delusion content and emotions and also 
the details of threat beliefs which can lead to a weakening in the conviction in the 
delusion i.e. highlighting that the threat has not actually materialised. Startup et 
al.(in press) further suggest interventions to explore catatstrophising thinking and 
self-monitoring to identify idiosyncratic thinking errors as well as practice 
containing experiences in sessions to master control and reduce anxiety. Finally the 
model also highlights the importance of the social world in the formation and 
maintenance of persecutory delusions and proposes that levels of expressed 
emotion, important/supportive relationships (or lack of) and beliefs about talking 
with others should also be addressed in intervention.
Freeman et a l ’s (2002) model appears to offer a coherent explanation for the 
meaning and function of paranoid and persecutory delusions and its strengths lie in 
its emphasis on the unique experiences of the individual both in formulation of 
understanding the delusions and in its clinical implications. The model has a sound 
evidence base and has extended and developed the work of previous researchers to 
address the multifactorial nature of ideation. NICE guidelines for Schizophrenia 
(2002) propose that CBT should be available as a treatment option for people with 
a diagnosis of Schizophrenia and while Schizophrenia does not account for all 
individuals’ paranoid/persecutory ideation a high proportion of individuals with a 
diagnosis of Schizophrenia do experience delusions. As with other approaches 
presented the Freeman et a l ’s (2002) focuses on persecutory delusions in 
psychosis however as previously discussed there is evidence to suggest that 
delusions/ideations may occur on a continuum so it is possible that the model could
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be validly adapted and applied to individuals with paranoid/persecutory ideation 
without a diagnosis of psychosis
The different models discussed above propose a number of explanations of the 
function and meaning of paranoid/persecutory ideation as well as approaches to 
working with these individuals. While the different models propose different ways 
of working with these individuals it appears that the nature of 
paranoid/.persecutory ideation and the associated fear and distress suggest that 
clinical psychologists working with this client group should be aware of and adapt 
certain ways of working to increase trust and establish a therapeutic relationship.
Developing trust and establishing a therapeutic relationship
Birch wood et al. (2000) discuss the issues of engagement and building therapeutic 
rapport with clients with psychoses, in particular those with paranoid/persecutory 
delusions and suggest a number of approaches that clinical psychologists working 
with this client group should adopt. These include avoiding an aloof, overly 
inquisitive or detached manner, taking the initiative and considering the cautious 
use of self-disclosure to help build rapport. Sessions should be carefully structured 
i.e. avoid long silences, keep note taking to minimum to reduce suspicions and 
have shorter but more frequent sessions than an hour weekly. Birchwood et 
ûf/.(2000) suggest that the therapeutic space should feel safe i.e. the therapist should 
be aware of the angles and position of furniture and consider the use of informal 
settings such as hospital grounds (whilst being aware of issues of risk, 
confidentiality etc). Finally Birchwood et al. (2000) also highlight the vital role 
that family members play in the engagement process and suggest that the family 
should be provided with information about possible difficulties the family member 
may encounter. If the paranoid and persecutory delusions are psychosis related then 
the family may also be in crisis and require intervention. Freeman et al. (2002) 
suggest several clinical implications for therapists working with individuals with 
paranoid/persecutory ideation/delusions. They suggest that the clinician should be 
especially attentive to issues of rapport and be aware that individuals may be very 
sensitive to clinicians viewing them as mentally ill or mad. Fowler et al. (1995) 
also highlight the importance of containing anxiety that can develop between client 
and therapist when completing cognitive therapy for delusions. They emphasise, 
especially in early stages, the challenge of containing severe anxiety to prevent a 
spread of this fear to the therapist.
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My clinical experience of working with clients with paranoid and persecutory 
ideation in a learning disability setting reflects many of the approaches proposed by 
Birchwood et a l (2000) and I found that they were useful in building rapport and 
trust with clients. I also found that engagement in social and non-therapeutic 
activities such as making a cup of tea and talking about hobbies provided a useful 
space to build trust and rapport, especially in early sessions. I find it interesting that 
the advice discussed above appears to be in contrast to that advised by clinicians 
working from different approaches such as psychodynamic where the use of 
silence and strict boundaries is often advocated, an approach which I think I would 
find hard to implement with my limited client experience.
Maguire (2002) discusses case studies of CBT work he has completed with two 
women with paranoid/persecutory ideation. His case studies highlight the 
difficulties of engaging/developing a working alliance with clients with these 
challenges who, as well as coping with intense fear had also had difficulties with 
services in the past. The case studies discussed highlight the additional needs of 
individuals presenting with persecutory/paranoid ideation; the two women 
presented also had problems with anger management, anxiety and other delusional 
symptoms. Finally, Maguire’s (2002) case study presentations also highlight the 
importance of thorough, detailed and collaborative formulation of an individual’s 
ideation. This important because in the cases presented the beliefs could potentially 
have been well founded i.e. concerns about a husband’s fidelity. In the cases 
presented Maguire (2002) stresses the importance of working with the client to 
make links between their current experience and schematic beliefs; this enabled the 
individuals to avoid feeling stigmatised about their beliefs or worry that they would 
be perceived as mad.
Clinical psychologists can help in intervention and through direct work with the 
client as discussed but they may also work in less direct ways.
Indirect intervention
Davenport (2002) discusses the challenges of working on acute wards and proposes 
a method (based on psychodynamic interpersonal principles) of sharing a 
formulation of an individual’s psychosis with all team members, patients and their 
families. This involves communicating the core beliefs, dysfunctional attitudes and 
behaviours, desired therapeutic attitudes and responses and goals to all involved.
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This approach both educates carers and families about appropriate responses and 
supports and empowers the individual to feel more in control. The approach 
reported by Davenport (2002) suggests a collaborative role with the individual 
around the formulation but it is possible that this approach may also be 
successfully used to help individuals less able to discuss their paranoid ideation. 
This approach may be useful with clients with learning disabilities or cognitive 
impairments and may lead to a behavioural approach to helping individuals who 
feel afraid but are unable to discuss this i.e. through careful formulation of 
behaviours and reinforcing/helpful responses which staff can use to help the 
individual to feel safer. I have experienced this as a very positive and successful 
way of working with staff and carers when I worked with a female client with 
learning disabilities and persecutory ideation; she was unable to engage with 
intervention around her beliefs so I worked with the staff team to plan consistent 
approaches when working with her to support her to manage her beliefs and fears.
Another important, indirect way of supporting individuals with 
paranoid/persecutoiy ideation which is associated with a diagnosis of psychosis, 
specifically Schizophrenia, is family intervention. The NICE guidelines for 
Schizophrenia (2002) indicate that family intervention should be available for the 
families of people with a diagnosis of Schizophrenia. Family intervention work 
involves information sharing/pyschoeducation work about Schizophrenia, and 
communication, relapse prevention and problem solving skills development. The 
intervention offers support to families and individuals with a diagnosis of 
Schizophrenia to manage all aspects of the disorder including paranoid/persecutoiy 
ideation. It may enable the family and professionals involved to work with an 
individual and learn how to best support them cope with their ideation and 
associated fear. I have recently completed training in this approach and was 
fortunate to work with a carer of a young man with a diagnosis of Schizophrenia 
and persecutory/paranoid ideation. He talked with passion about how much this 
approach has helped individuals and their families, especially in coping with 
paranoid/persecutory ideation.
Margison (2005) discusses the challenge of implementing an integrative approach 
to psychotherapy in psychosis and working from a biopsychosocial approach. He 
highlights the importance of considering and integrating the four levels of the care 
system (individual, carer and family, mental health team, mental health
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organisation and mental health system) in order for work with psychosis to be 
effective.
This essay has focussed on how clinical psychologists can help individuals with 
paranoid and persecutory ideation however it is important to note that other 
members of the multi-disciplinary team will also have an important role to play. 
Individuals with a diagnosis of psychosis related ideation/delusions may need 
antipsychotic medication and often have high rates of physical morbidity and 
mortality (NICE guidelines for Schizophrenia 2002); they will therefore require 
input from a range of professionals including psychiatrists and psychiatric nurses. 
The recovery model approach (Jacobson & Greenley 2001) also stresses the 
importance of adopting a holistic view of an individual, emphasising both internal 
and external conditions for recovery and proposing that services should be directed 
at symptom relief, crisis intervention, case management, rehabilitation, enrichment, 
rights protection, basic support, and self-help. If these areas of an individual’s life 
are not supported by all members of a MDT then the effectiveness of any clinical 
psychological intervention is likely to be compromised.
Conclusions
This essay has endeavoured to discuss the concept of paranoid/persecutory ideation 
and a range of psychological approaches to understanding the meaning and 
function of these beliefs. It has discussed a range of ways in which clinical 
psychologists can help these individuals who often experience high levels of 
distress and fear associated with their paranoid/persecutory ideation.
Throughout the process of writing this essay I have been fascinated by the range of 
literature covering this topic and the various explanations proposed to explain 
paranoid/persecutory ideation. The literature on the various approaches and 
techniques that can be used by clinical psychologists has also been particularly 
interesting and will be invaluable in guiding the work I am doing on placement 
with clients with a diagnosis of psychosis and paranoid ideation.
The literature reviewed in this essay and the approach explained in most detail has 
been the cognitive behavioural approach. At this stage of my training this is the one 
which I find the most accessible and understandable and the CBT interventions 
proposed by this approach are the ones I find most straightforward and logical and
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are advocated by NICE guidelines. However I am also very aware and interested in 
recent literature criticising NICE guidelines and clinical psychology as a 
profession’s reliance on CBT. I am interested in the limitations of CBT and the 
importance of other factors in clinical interventions such as rapport and diversity 
issues. In the future it will be interesting to see if adherence to NICE guideline 
continues or whether clinical psychologists will challenge their somewhat narrow 
focus and time limited approach. Related to this is also my interest in a recovery 
model approach to working with individuals which proposes that intervention 
should take a holistic view of improving quality of life for the person rather than 
just working to achieve symptom reduction.
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Appendix 1
PRECIPITANT
EMOTION: BELIEFS 
ABOUT THE SELF 
OTHERS, AND THE 
WORLD
ANOMALOUS
EXPERIENCES
AROUSAL
COGNITIVE BIASES 
ASSOCIATED WITH 
PSYCHOSIS
A SEARCH FOR 
MEANING
SELECTION OF AN 
EXPLANATION 
(mediated by beliefs about 
illness, social factors, and 
belief flexibility)
THE THREAT 
BELIEF
Freeman et a l (2002) Model summary of the formation of a persecutory belief
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This essay endeavours to provide the reader with an overview of the various 
strengths and weaknesses of multi-disciplinary team (MDT) working from the 
points of view of service users and carers, and staff. The question of how clinical 
psychologists can support MDTs to function optimally will then be discussed.
Introduction
MDT working is one of the key processes through which care is currently managed 
in the National Health Service in Britain (Atwal & Caldwell, 2005). MDTs have 
been used in hospital settings for nearly 40 years (Ells, 2000, cited in Balayants & 
Epstein, 2005) and currently play an integral part in a number of community 
services including child welfare (Balayants & Epstein, 2005), older adults (Atwal 
& Caldwell, 2005), dementia (Wolfs et al,. 2006), primary health care (Shaw et al, 
2005), mental health (Meddings & Perkins, 1999) and learning disabilities 
(Department of Health, 2000) to name a few. The use of MDTs is also referred to 
in the majority of NICE guidelines (www.nice.co.uk) in relation to all aspects of 
patient care, i.e. assessment, intervention etc.
There has been some controversy and discussion about the definition of what 
constitutes a MDT; Schofield & Amodeo (1999) propose that multidisciplinary 
working occurs when individuals from various disciplines are engaged on a project 
but work individually, sometimes even at cross-purposes. In relation to 
multidisciplinary team working, Wilson & Pirrie (2000) highlight three dimensions 
that need to be considered when defining MDT working (numerical, territorial and 
epistemological) and suggest that MDTs are more than just members of different 
disciplines working together. They propose that a team requires members from 
more than 2 professions to be considered truly multidisciplinary. Nolan (1995) 
further suggests that interdisciplinary care “although not denying the importance of 
specific skills, seeks to blur the professional boundaries and requires trust, 
tolerance, and a willingness to share responsibility”, (p.306). In healthcare settings 
MDTs often comprise nursing staff, psychologists, social workers, occupational 
therapists, psychiatrists, trainee psychiatrists and some may include speech and 
language therapists and physiotherapists (Herrman et ah, 2002).
For the purpose of this essay I will be reviewing literature concerned with both 
MDT and interdisciplinary/interprofessional working. Whilst this has some 
limitations in that studies may be concerned with slightly different approaches to
26
working, Schofield & Amodeo (1999) review of over 2,200 abstracts concerned 
with apparent interdisciplinary working found that the terms interdisciplinary and 
multidisciplinary were rarely defined and were often used interchangeably. 
Therefore it appears possible that research looking at “interprofessional” working 
may well be relevant and have important information to add to a consideration of 
MDT working.
Service user/carer perspectives of the strengths and weaknesses of MDTs
Research into the various strengths of MDTs has frequently highlighted benefits in 
terms of the service provision for service users and carers achieved through the use 
of multi rather than single disciplinary teams.
Fay et al. (2006) propose that MDTs offer a wide breadth of knowledge, skills and 
abilities and therefore perspectives on service users’ difficulties. This range of 
perspectives increases the team’s performance in terms of the quality of decisions 
made and innovativeness of problem solving which in turn results in a better 
quality of care for service users. Similarly, Williams & O’Reilly (1998) propose 
that an MDT approach leads to increased cognitive resources and abilities as well 
as wider social networks which can be drawn on for further information. 
Abendstem et al. (2006) self-report research with staff working in teams for older 
adults with dementia suggested that MDTs were more likely to offer more 
integrated, accessible and specialised services than single disciplinary teams and 
score more highly in terms of good practice in assessment and care planning. While 
this research does not address the views of service users it does suggest that MDT 
working has some benefits over single disciplinary working. Research has also 
highlighted further benefits of MDT working for individuals with dementia; 
Ovretveit (1993) proposes that these individuals are more likely to receive a better 
quality of service when a permanent MDT exists, while Wolfs et al. (2006) 
highlight the importance of an MDT approach in the diagnosing and management 
of dementia and stress that no single profession is adequately equipped to deal with 
these issues alone.
The findings discussed above suggest that an MDT approach to working offers a 
service which makes better decisions and provides a better quality of care which is 
more accessible and better equipped to deal with a range of issues.
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Lalayants & Epsteins’ (2005) review of child welfare research literature into the 
use of MDTs highlighted a number of benefits of MDT working in this area (i.e. 
more accurate assessment and prediction of risk and more adequate intervention) 
which could have a beneficial impact on the service provided to both children and 
their families. Yan et a l (2006) carried out research with over 200,000 NHS 
healthcare workers into the effects of team working looking at the characteristics of 
the teams in which professionals were based. The evidence they report suggests 
that working in well-structured inter-professional teams was associated with better 
patient care, as measured by lower patient mortality and more improved ways of 
providing patient care. Whilst this research does not measure the views of service 
users or carers it does again offer support for the view that MDT working offers 
benefits for service users.
In relation to learning disability services the nature of MDTs (i.e. range of 
professionals from different disciplines) has been proposed to be necessary in 
meeting the often complex behavioural, mental and physical health needs of these 
individuals (Slevin et al, 2007). This is because MDTs can offer a wider 
perspective and often have a vision of partnership in which service users and carers 
are involved and at the centre of the planning of service provision (Sanderson, 
2002).
The importance of MDT working in terms of difference and diversity was 
highlighted by Meddings & Perkins (1999). They proposed that as well as bringing 
core professional skills to a team that team members also bring different life 
experiences and social backgrounds. These life experiences and social backgrounds 
include age, gender and sexuality as well as different ethnic and or cultural 
backgrounds. Mental health professionals as well as agencies such as MIND have 
for a long time been aware of the need to improve services for individuals from 
Black and Ethnic Minority groups (Commission for Racial Equality, 1999). 
Research has found cultural differences in understanding/attributions about 
different mental illnesses such as depression (Lawrence et al, 2006). In addition 
there is a higher prevalence of some mental illness diagnoses such as 
Schizophrenia in some ethnic minority groups (i.e. Black Caribbean’s) and 
individuals from these ethnic groups often report higher ratings of dissatisfaction 
with mental health services (Parkman et al, 1997). Recent developments in the 
form of services provided by Black and minority ethnic service providers have
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been highlighted and documented (NHS Mental Health Taskforce, 1994) and 
suggest the importance of a knowledge and sensitivity of the potential ethnic and 
cultural needs of service users. An MDT with members with a range of discipline, 
life experience and social backgrounds may be well placed to offer a more 
ethnically and culturally sensitive service which will be of particular benefit to 
Black and minority ethnic service users.
The British Psychological Society (2007) document New Ways of Working for 
Applied Psychologists in Health and Social Care proposes that diversity is an 
important feature of effective teams and that MDT working with professionals 
from a range of disciplines enables teams such as those working in mental health to 
become more diverse than traditional approaches which tend to focus on 
medication compliance and specific symptom reduction. This new diverse 
approach to mental health care can be conceptualised as a recovery model approach 
(Jacobson & Greenley, 2001) which stresses the importance of adopting a holistic 
view of an individual and is one which is frequently cited by service users as their 
approach of choice (Repper, 2000; Young & Ensing, 1999).
Another important aspect of diversity from a service user perspective is also 
highlighted by Meddings & Perkins (1999). They interviewed 18 users of 
rehabilitation and continuing care services about their perspectives of the team. 
The results of these interviews found that service users were aware of and 
identified different professionals within the team (i.e. nurses, psychiatrists, 
psychologists etc) and also gave detailed expositions of the roles of the different 
professionals i.e. nurses giving practical help, caring and counselling and 
medication advice and psychologists giving therapy (talking and having a deep 
relationship). Service users also distinguished between the different types of 
talking done by different professionals and reported that they found at least some 
of the conversations with different professionals beneficial. These findings suggest 
that the service users interviewed were aware of the diversity of the rehabilitation 
team and found some aspects of this i.e. in terms of the different conversations with 
professionals beneficial.
It is vitally important to consider the views of service users and carers when 
assessing the strengths/weaknesses of a service (Trivedi & Wykes, 2002), not least 
because their viewpoints/perspectives are frequently different to those held by
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professionals (Campbell et al, 2004). Research into service users’ views of an 
adult mental health MDT adopting a care program approach found that the majority 
were very or quite happy with the service they received (Hanson, 2003). Whilst 
there are limits to satisfaction measures i.e. they do not always pick up on 
dissatisfaction (Stallard, 1996) these results could suggest that some service users 
report finding MDT working satisfactory.
Meddings & Perkins (1999) research with 18 service users found that whilst 
participants had quite a clear understanding of the different roles of team members 
that they were unsure of the teams’ composition i.e. what the team was and who 
exactly comprised the team. Meddings & Perkins (1999) highlight that this lack of 
understanding could reduce the choice available to service users i.e. an individual 
cannot ask to see a professional or seek services from them if they do not know 
they are a member of the team and propose that the provision of information about 
MDTs is important in ensuring this choice.
As well as service user and carer views about the weaknesses of MDT, research 
(Atwal & Caldwell, 2005) has also highlighted that the professional hierarchy often 
present in MDTs (i.e. medical staff dominating team meetings) may result in 
professionals lacking the confidence to voice opinions and therefore not advocating 
effectively for their client. Atwal & Caldwell (2005) suggest that this may result in 
wrong decisions being made about care (i.e. lack of a range of opinions) and 
service users’ medical/symptom reduction needs being met but other important 
aspects such as functional and social needs being ignored. The recovery model 
approach (Jacobson & Greenley, 2001) stresses the importance of adopting a 
holistic view of an individual and proposes that if all areas of an individual’s life 
are not supported by all members of an MDT then the effectiveness of any 
intervention is likely to be compromised. Research has also consistently 
highlighted the importance attached to a recovery model approach by service users 
(Repper, 2000, Young & Ensing, 1999) highlighting a possible weakness of an 
MDT that does not embrace its diversity and offers a purely medical/symptom 
reduction approach to care.
Slevin et al. (2007) carried out research with 21 service users with learning 
disabilities and 27 carers using short satisfaction questionnaires into the perceived 
effectiveness of community learning disability team (CLDT) working. It is
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important to note that only 70% of the teams in the study were MDTs. The 
preliminary results of the questionnaires suggest mixed results in that overall there 
was a high perceived effectiveness of the services provided by CLDTs however 
almost a quarter of service users (24%) and almost half of carers (44%) rated their 
overall satisfaction with services as low. This study has a number of limitations as 
the results are not divided into MDT and unidisciplinary working so no conclusions 
can be drawn about any potential differences between the 2 approaches. The use of 
short satisfaction questionnaires does not provide a rich level of data and 
respondents did not respond to all measures of team effectiveness on the 
questionnaire. However the research does highlight the fact that at least some 
carers receiving care from MDTs report dissatisfaction. The researchers also 
carried out focus groups with service users and carers which will hopefully 
highlight possible reasons for dissatisfaction with services and distinguish between 
MDT and UDT working however unfortunately this work has not yet been 
published.
Staff perspectives of strengths and weaknesses of MDTs
The literature reviewed so far has focussed on the strengths and weaknesses of 
MDT working from the perspective of service users and carers. This essay will 
now focus on the experiences and perceptions of MDT working from the 
perspective of professionals working within these teams.
Research has suggested a number of benefits of MDT working from a staff 
perspective including more satisfying roles for health care professionals (Caldwell 
& Atwal, 2003). Fryer et a l (1988) conducted a national survey of over 300 child 
abuse caseworkers in America and found that professionals working in or with 
access to an MDT reported better relationships with supervisors, peers and other 
professionals. The results of the study further suggested that access to an MDT was 
associated with decreased stress, overall better attitudes to work and more positive 
view of working conditions. While this study suggests many benefits for staff 
working in/with access to an MDT it is important to note that the study did not 
examine the connection between worker satisfaction and the effectiveness of 
service delivery i.e. professionals may have had a positive view of MDT working 
but it is not clear whether this was reflected in the service they provided.
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The experience of working within an MDT also has a number of other benefits for 
staff. The British Psychological Society (2007) suggests that MDT working offers 
an opportunity for mutual professional support and education for staff. In relation 
to the support potentially provided through working within an MDT, Schoefield & 
Amodeo (1999) discuss research which suggests that an interdisciplinary team 
model can help to relieve the burden of treatment for staff, especially with more 
challenging service users. More recently Yan et al. (2006) carried out surveys with 
over 200,000 NHS healthcare workers and found that working within well- 
structured inter-professional teams was associated with less stress and more 
satisfaction among staff than nominal team working or not working in a team.
The importance of MDT working in terms of difference and diversity was 
highlighted by Meddings & Perkins (1999). They propose that as well as bringing 
core professional skills to a team that team members also bring different life 
experiences and social backgrounds. Chattopadhyay et al. (1999) suggest that 
higher dissimilarity between team members’ functional backgrounds (i.e. diversity) 
is associated with less similarity in their beliefs resulting in a wider variety of 
perspectives in team discussions. Similarly, Fay et al. (2006) propose that team 
diversity in terms of organisational roles allows for multiple interpretations of 
information while Keller (2001) suggests that teams with multiple professions are 
more likely to have a wider social network which can improve access to resources 
so staff may feel more supported and confident in their work.
Staff perspectives of MDT working discussed so far suggest that this is a positive 
and beneficial way of working for many members of MDTs however Fay et al. 
(2006) suggest that MDT working does not always benefit a team and that the 
positive effects of MDT working may be contingent upon other variables. Fay et 
al. (2006) discuss the possible detrimental impacts of self-categorisation and social 
identity theory on a diverse MDT i.e. individuals develop positive views and 
judgements about members of their own category (in-group) to secure a positive 
self-image and distance themselves from the out-group which can lead to 
discrimination and a disparaging manner towards the out-group. Fay et al. (2006) 
propose that professional identity is sufficiently salient to elicit categorisation 
processes and further suggest that when these processes occur in an MDT that 
individuals are less likely to listen to or accept ideas from out-group team 
members. This can result in poor service delivery i.e. a focus on a medical rather
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than recovery approach to care but also experiences of isolation and distress for 
out-group team members. As well as possible impacts of professional identity 
social categorisation processes also occur in relation to other areas of diversity such 
as gender or ethnicity (Turner et al, 1994). This could mean that the composition 
of team in terms of gender i.e. a male dominated team with only one female 
member could also have important implications for team functioning as there could 
be an increased risk of social categorisation processes and out group discrimination 
towards the female team member. As well as negative implications for the team 
member this could also have an impact on the team’s functioning and the quality of 
the service they provide.
Despite the potential difficulties with team diversity Fay et al. (2006) suggest a 
number of team processes which can offset these difficulties. These processes 
include the pursuit of a shared vision, high interaction frequency, trust and 
reflexivity all of which help to create a common ground and an experience of 
safety in which team members can use the diversity of the team.
The concept of team processes and the question of how an MDT can provide an 
effective service has also been considered by Mickan & Rodgers (2005) who 
propose that six characteristics; purpose, clear goals, leadership, communication, 
cohesion and mutual respect are necessary to distinguish effective teams. Much of 
the literature addressing the weaknesses of MDT working from a staff perspective 
highlights MDTS in which these characteristics are lacking.
Atwal & Caldwell (2005) examined patterns of interaction (48 staff members over 
7 meetings) in two older adult MDTs. Their findings suggested that some 
professionals (nurses, social workers and occupational therapists) were reluctant to 
voice their opinions and they proposed that a culture of conformity may be 
dominant within these teams. Atwal & Caldwell (2005) further suggested 
professional jealousies, role boundaries and communication problems as obstacles 
to effective team practice and suggested that these could result in staff feeling 
unable to resist the demands and expectations of domineering team members. 
Similarly, Riley et al. (2003) report evidence of primary care MDTs operating in 
traditional hierarchical structures in which medical staff i.e. General Practitioners 
are at the forefront of decision making. In these teams nurses expressed feelings of
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disappointment and regret at their perceived limited involvement in decision 
making.
Rogers (2004) carried out an in-depth investigation of one manager’s attempts to 
deal with the issues of structure and process in an interprofessional health care 
team. He suggested that some weaknesses of MDT working can be team 
ineffectiveness and conflict. These can arise from inappropriate management of the 
group’s agenda and resources as well as conflicting values and assumptions of 
different professionals. Rogers (2004) also highlights the potential for power 
differentials and difficulties i.e. the previously discussed traditional medically 
dominated hierarchies (Riley et al, 2003). Rogers (2004) reports a number of 
recommendations for team managers in addressing these problems i.e. encouraging 
respect for team members and facilitating empowerment and innovation but 
highlights that these recommendations are often very abstract.
How psychologists can contribute to teams functioning optimally
The literature discussed so far has highlighted a number of strengths of MDT 
working for both service users and carers as well as for staff, however it has also 
reported a number of weaknesses for these individuals which appear to have the 
potential for detrimental effects on both the care received by service users and 
carers and the working environment for staff. The literature reviewed also suggests 
that merely working in a team does not guarantee positive outcomes for service 
users and/or staff and that characteristics of MDTs have an important impact on the 
effectiveness of a team. These views are supported by West and Spendlove (2005) 
who propose that there is strong need to further improve interprofessional team 
working for MDTs to function optimally and provide effective services.
The Division of Clinical Psychology’s (DCP) document The Core Purpose and 
Philosophy o f the Profession (2001) states that intervention is one of the core skills 
of the clinical psychologist. The DCP further state that intervention involves the 
training of others (professional staff, relatives and carers) and the 
teaching/provision of psychological knowledge and that the competencies of 
clinical psychologists can be applied to helping people solve group, work and 
organisational problems. Finally, the DCP also state that clinical psychologists 
working at a systemic level may have the greatest influence on enhancing the 
psychological well being of service users. As such it appears that clinical
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psychologists are well equipped to support MDTs and contribute to their optimal 
functioning.
More recently, the British Psychological Society (2007) document New Ways of 
Working for Applied Psychologists in Health and Social Care has stated that 
clinical psychologists have important roles to play in achieving improved outcomes 
for team working.
The BPS (2007) suggest a number of ways in which clinical psychologists can 
fulfil these roles in general MDT working. These include offering a useful counter­
balance to the “medical model” i.e. focus on symptoms and biological causes of 
distress which has been criticised by recent authors such as Johnstone & Dallos 
(2006) who propose that psychiatric diagnosis (i.e. medical model approach) is 
based on social rather than medical judgements and is not necessarily reliable or 
valid. As part of this counter-balance psychologists can also promote a recovery 
model approach to care (the preferred approach of many service users (Repper, 
2000)) through processes such as formulation within a team setting. It is important 
to note that the DCP (2001) suggest that formulation is a skill unique to clinical 
psychologists and as such this is an important contribution that they can bring to 
the optimal functioning of teams. Related to the promotion of the recovery model 
approach clinical psychologists also have an important role to play in promoting 
the effective participation of service users and carers which is recommended in 
NICE guidelines and has been highlighted as important in improving services 
(Townend & Braithwaite, 2002).The BPS (2007) propose that this participation can 
be achieved through clinical psychologists supporting service users and carers in 
finding a voice, raising awareness of participation and supporting individuals 
(service users and carers and MDT members).
The importance of reflective practice in teams has been highlighted as important 
for dealing with unexpected and unique situations and those that give rise to role, 
value or professional conflicts (Schôn, 1983). In relation to MDT working DeDreu
(2002) carried out research on team innovation and found that teams that reflected 
on their actions and communication were better able to use ideas voiced by 
minority members. Clinical psychologists can have an important role to play in 
promoting this reflective practice in MDTs. The BPS (2007) suggest that this can 
be achieved using the clinical psychologists’ facilitation skills and offering peer
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consultation/supervision and modelling the use of reflection in team settings. As 
well as supporting reflective practice the BPS (2007) also propose that clinical 
psychologists by virtue of their training can lead and manage teams and in doing so 
enable good decision making, problem solving, conflict management and the 
development of new and improved ways of working. This is especially important 
in light of the literature previously reviewed highlighting the risk to staff working 
in MDTs of isolation and distress (Fay et ah, 2006), professional jealousy and 
communication problems (Atwal & Caldwell, 2005),disappointment and regret 
(Riley et al, 2003) and ineffectiveness, conflict and power differentials (Rogers, 
2004).
Finally, in terms of general MDT working the BPS (2007) propose that clinical 
psychologists have an important role in research and service evaluation of team 
working. This research will lead to the development of an evidence base related to 
MDT working which can be used to guide clinical psychologists’ contribution in 
supporting optimal functioning.
As previously mentioned the BPS (2007) also highlight a number of ways in which 
clinical psychologists can support optimal team functioning in specific clinical 
contexts. These include teams working with individuals diagnosed with psychosis 
in which clinical psychologists have the role of team consultation and reflective 
practice, making models and philosophies of care explicit within services and 
providing training alongside service users and carers as experts to educate other 
professionals and support service user participation. The BPS (2007) also highlight 
clinical psychologists’ roles within Crisis Resolution and Home Treatment teams in 
encouraging a whole-person approach and a focus on social inclusion and recovery 
(NIMHE, 2005).
The research previously discussed related to the strengths and weaknesses of MDT 
working has also made a number of suggestions about the roles that clinical 
psychologists can take in supporting optimal functioning in MDTs. Atwal & 
Caldwells’ (2005) finding that MDTs may be at risk of offering a 
medical/symptom focussed service to service users rather than the usually favoured 
recovery model approach suggests that there is a need for support for non­
psychiatric professionals i.e. nurses, social workers to cite their opinions in team 
meetings/case discussions. Atwal & Caldwell (2005) propose that this might be
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achieved through teams participating in interprofessional education to support 
professionals to feel skilled to assert their views and work as a team to develop 
team working skills. Atwal & Caldwell (2005) also highlight the need for post 
graduate training in order to further develop interprofessional and leadership skills, 
similarly Shaw et a l (2005) propose that there is a need for sustained educational 
initiatives to enable better understanding and greater collaboration between 
healthcare professionals. It is possible that clinical psychologists with their skills in 
training and teaching could be involved in providing/supporting this 
education/training and therefore improving the functioning of MDTs. Whilst this 
could potentially be an important role for clinical psychologists, Rogers (2004) also 
highlights the important role and responsibility that team managers and individual 
team members have in developing and maintaining good collaborative 
relationships between healthcare professionals.
As well as education and training approaches to developing collaborative MDT 
working Arthur et a l (2003) propose the use of a team coach to support teams in 
achieving their full potential and resolving team working problems. Arthur et a l
(2003) suggest that this should be in the form of external support. The skills of the 
clinical psychologist previously discussed suggest that they could take the role of a 
team coach to support MDT to function optimally.
Conclusion
This review of the literature around MDT working suggests that there are many 
benefits/strengths of MDT working for service users and carers including better 
quality of care, more accessible services, the ability to meet the range of needs of 
service users, the adoption of a recovery model approach to care and a diverse and 
culturally sensitive service. There are also potential benefits/strengths for staff 
members including better working relationships, decreased stress, opportunities for 
support and education and better access to resources.
It is important to note that a number of weaknesses of MDT working have also 
been highlighted. In relation to service users and carers these have included a risk 
that service users are not aware of a MDTs composition and so are unable to 
request certain services and MDTs being characterised by a medically dominated 
hierarchy which does not adopt a recovery approach. In terms of staff working in 
MDTS, possible weaknesses include social categorisation which can lead to
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isolation and distress, professional jealousy, communication and role boundary 
problems, disappointment and regret about contribution to decision making, 
ineffectiveness, conflict and power differentials.
It appears therefore that the presence of MDT working in itself is not enough to 
ensure team effectiveness. The research reviewed has suggested a number of 
characteristics/ways of working that are necessary to support the effectiveness of 
teams i.e. clear goals, leadership, communication etc. This same literature has also 
suggested that clinical psychologists by virtue of their training and experience may 
be well placed to support the optimal functioning of MDT through a number of 
methods including, offering a counter balance to the medical model of care, 
promoting service user and carer involvement, promoting reflective practise in 
teams and carrying out research to increase the evidence base for MDT working.
I believe that the experience of writing this essay and learning about some of the 
strengths and weaknesses of MDT working will have important implications for 
my future practice. I have some experience of MDT working and have observed 
many of the strengths of this approach but unfortunately also many of the 
weaknesses such as conflict and poor communication. The high preponderance of 
MDT working throughout all settings in the NHS suggests that I will almost 
certainly work in an MDT throughout the rest of my training and post qualification. 
I hope to be able to adopt some of the contributions that clinical psychology can 
make in MDT working and believe that I have already started to do this in some of 
my practice, such as promoting a recovery model approach and service user and 
especially carer involvement in my adult mental health placement.
Finally, I was struck when researching this topic on the limited amount of research 
with service users and carers about MDT working and the reliance on staff ratings 
of the effectiveness of services. In light of research suggesting that service users 
and carers’ viewpoints are frequently different to those held by professionals 
(Campbell et al, 2004) this seems to be an area in which further research is 
needed.
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“The Relationship to Change”
Problem Based Learning Reflective Account
March 2007 
Year 1
The Problem Based Learning Task
A problem based learning (PEL) with the title “The relationship to change” was 
introduced and we were placed into Case Discussion Groups (CDG) comprising six 
trainees and one course team member acting as a group facilitator. We were told 
that our task was to produce a presentation on the given title to the rest of our year 
and course team members.
The Group Process and Experience of Change
In the first CDG meeting I felt a mixture of fear and anxiety about the challenge of 
an unknown task that I didn’t really understand. Other members of the group 
appeared to share my feelings and we spent the first sessions discussing both the 
PEL task as well as our reaction to it in terms of our own relationships to change. 
In these early sessions I remember our facilitator emphasising the importance of 
the process of doing the presentation rather than the content of what we produced 
at the end, and my reaction to this being one of confusion and frustration. This 
experience reflects Yalom’s (1995) initial stage of the formative stages of a group, 
when members are searching for meaning.
In the first few weeks of CDG meetings out group assigned the roles of scribe and 
chair, which helped to introduce some structure and order into the sessions and an 
understanding of what was expected of us. We also set ourselves homework tasks 
between sessions. The setting of roles and homework tasks felt like a familiar 
routine, which I could understand and helped to structure the early weeks, and for 
me reduce my anxiety.
We discussed difference and diversity within our group and the importance we felt 
about not making assumptions about group members or taking things for granted. I 
found this especially important when placed in a group with people I had only met 
a few days previously and knew nothing about.
Our group experienced a major change in the run up to the PEL presentation as a 
new member joined our group. We discussed how we felt about this change and 
some group members expressed fears that the change would disrupt the group 
processes and dynamics that had formed between members. I was aware that our 
new group member was very enthusiastic and assertive in their approach and in this 
respect was quite different to other members of the group who tended to have a less
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assertive style of communication. In the week after we experienced the change 
some of the CDG approached me to discuss their concerns that the dynamics of the 
group had changed and they found it difficult to assert their views in group 
discussions and felt they were being ignored and interrupted. We discussed how to 
deal with this problem and decided to it was important to bring this up with the 
group and communicate our concerns about the way the group had changed and the 
importance of respecting everybody’s contribution. We were able to resolve this 
problem by our raising our concerns about the importance of respect etc. in the 
next group meeting. This experience of conflict within the group reflects Yalom’s 
(1995) second stage of group formation, which he proposes, is inevitable and I feel 
helped to improve relationships within the group. The addition of a new member 
was also a very positive change to the group as they injected a lot of enthusiasm 
into discussions about the presentation and were able to bring a new approach to 
our discussions.
In terms of my own individual experiences of change over the weeks leading u to 
the presentation I felt less anxious about the group task as I became used to the new 
way of working. I think this was aided by the shared experience of a new way of 
working and our facilitator who was particularly skilled at guiding us to discover 
the importance of the process of the task. The experience of working with a diverse 
group of people in terms of age, sexual orientation, gender, culture and ethnicity 
and personality was a very valuable one and enabled me to learn a great deal both 
from their wide range of experience and knowledge but also about the dynamics of 
working with diversity within a team/group setting.
Throughout the process of the PEL exercise I found I was able to connect well with 
group members on an individual or small group basis but found the full group 
setting more difficult. I observed the group become more cohesive (Yalom’s 
(1995) third stage of group formation) but felt quite detached, very much an 
observer rather than a member, and although was aware of this found it difficult to 
change the situation. I think this may have been related to the issue of self­
disclosure as I am quite a private person and this is something I find difficult, 
especially in a group setting. I observed other group members’ disclosures and 
their increased involvement and responsibility/obligation to each other but found it 
difficult to contribute to this and become involved with the group even though it 
was something I wanted to do.
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The Presentation
We decided to structure our presentation around a theoretical model for mental 
health promotion developed by McDonald & O’Hara (1998), which emphasises 
three different levels of action, micro, meso and macro.
Our presentation focused on the experience of change as experienced by trainee 
clinical psychologists in terms of the present political climate (Macro level) i.e. 
Lord Layard’s reports (Layard, 2005) and NICE guidelines (2004), and the present 
University of Surrey climate (Meso level) i.e. service user and carer involvement 
and the changing roles of clinical psychologists. However the main focus was on 
the individual level (Micro level) and how we react to and experience change and 
our personal reflections on the course so far.
McDonald & O’Hara’s (1998) model appealed to the group as it reflected a lot of 
the discussion we had had about the importance of both professional and personal 
change in our lives as well as the systems around an individual and the impact 
these can have on change.
My initial reaction after our presentation was disappointment. I felt our 
presentation was quite boring and dull compared to other groups more creative and 
entertaining presentations. I also felt frustrated that I hadn’t asserted my views 
about wanting to produce a more creative presentation.
Reflections on Presentation and Implications for Placement
The PEL task initially felt like a very abstract and confusing task, which caused me 
quite a lot of anxiety and frustration. I think I learnt a lot about my own reaction to 
unfamiliar tasks and experiences and hope the PEL has made me more open to new 
ways of working.
The experience of independent learning/research as part of the PEL informed my 
previously limited knowledge of reflective practice. Reading the theory behind 
reflective practice (Lavender, 2003) and discussing this within the CDG helped me 
to understand how to be more reflective. The experience of the PEL presentation 
and the ongoing process of the CDG group also gave me the opportunity to practice
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and develop reflective skills. I have been able to use and further develop these 
skills in my clinical practice and hope to continue to do this.
The shared experience of the PBL and the experience of having safe place to learn 
about new ways of working and cope with unfamiliar and daunting tasks were very 
important to me in the PBL task. We reflected in our group about the changes we 
hope to support service users to make and I think that the experience of the PBL 
has made me more aware of the possible challenges facing service users when they 
start potentially unfamiliar and daunting psychological work. I hope that this has 
made me more empathie as a clinician, a characteristic important in the 
development of a good therapeutic alliance (Ackerman & Hilsenroth, 2001), and is 
something that I have been mindful of since starting my placement.
The focus of our presentation on the importance of the systems around an 
individual and how these can act to support them have made me aware of the 
systems of the service users I work with. I have found that systems around the 
individuals I am currently working with can be very supportive, such as families 
being actively involved with exposure and relapse prevention work but also less 
supportive and in some cases maintain difficulties, such as stressful and 
unsupportive work environments. This experience has also developed my interest 
in the important role of carers and how we as professionals need to be aware of and 
support carers as well as the service users we work with.
I am also aware of the systems around me when I am in a clinical setting. The team 
in which I am currently is working is very diverse in terms of profession, age, 
religion and culture and ethnicity. I feel that the experience of working closely with 
a diverse group of trainees has equipped me well to work within my placement 
team as I was mindful not to make assumptions about my new team members. I 
was also aware that I joined the team as a relatively well-paid member but was still 
a trainee and a lot younger than the rest of the team and that this had the potential 
to cause friction. The experience of conflict when a new member joined our group 
also made me mindful of the potential problematic impact a new member can have 
on a team. Fortunately this has not happened and I have had a very positive 
experience on my placement with the team and have gained a great deal of 
experience and knowledge from them.
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I think that the experience of working with a diverse group of trainees has also 
equipped me to be mindful and aware of diversity within service users and carers. I 
have been aware not to make assumptions about service users similar to me i.e. just 
because an individual is a similar age and ethnicity does not mean that they will 
hold the same values and beliefs that I do. When working with service users who 
are a lot older than me, I have also been mindful of their potential perceptions of 
me as a young person (often younger than their own children) and how this may 
affect the therapeutic alliance we form: Roth & Fonagy (2005) propose that 
therapeutic alliance makes a small but consistent contribution to outcomes in 
patients.
My feelings of detachment from the CDG and the unease I felt at sharing my 
personal views has helped me to be more empathie to the individuals with whom I 
am currently running a group on placement. I think I have a better appreciation of 
the challenges they may be facing and how to support them to participate in group 
discussions.
The Future, Life after the PBL Task
Reflecting back on the PBL task I think I have learnt a number of important lessons 
for both my clinical practice and future academic/research work. In terms of the 
future and learning points for myself I think I need to develop my ability to 
embrace new ways of working and not get frustrated when I struggle to understand 
new ideas and concepts. The detachment I felt within the CDG has highlighted the 
importance of self-disclosure in increasing involvement in the group and is 
something I am currently working to try to change.
In terms of the CDG I think we have changed and developed since the PBL 
exercise and now have a better appreciation of the importance of the processes 
involved in group work rather than just focusing on the outcome/content. I think 
there is still the potential for some group members to be more assertive and 
directive within our group and that more quiet members of the group need to make 
the effort to be more assertive and involved in the CDG in order to make the most 
of the learning opportunity.
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The Stride Family
Problem Based Learning Reflective Account
March 2008 
Year 2
Problem Based Learning Task
A problem based learning (PEL) task relating to a family with one parent with a 
learning disability, young female twins in foster care and domestic violence was 
given with the questions of “Whose problem is it?” and “Why?”. To address the 
PEL we worked in the Case Discussion Groups (CDGs) in which we were 
allocated at the start of training. Our CDG comprised six female and one male 
trainees and our male facilitator. In contrast to the PEL completed in the first year 
for this task we spent only one CDG session working on the PEL and the rest of 
the time worked independently of our facilitator.
The Group Process
Throughout the process of completing this PEL I noticed differences in the way 
our group worked compared to the previous PEL exercise. Group members were 
more forthcoming with suggestions and ideas about the presentation and this often 
resulted in some heated discussions and conflict within the group. I was 
particularly aware of this with my own contribution as I remember feeling very 
motivated and interested in the subject matter of the PEL (possibly because I have 
some experience of working with parents with a learning disability and their 
children) and being more confident and assertive with my views than I was in the 
previous PEL.
The process of completing the PEL exercise highlighted some issues of diversity 
within our group. We have been mindful of the diversity in our group in terms of 
more readily detectable attributes, described by Chuang et a l (2004) as those that 
can be determined quickly with a high degree of consistency i.e. age, sex, race etc. 
We have spent time in our CDG discussing the possible impacts of this diversity 
i.e. only having one male member, a female member from a non-British country of 
origin and also diversity in terms of age. We have reflected on the different 
positions we adopt during discussions and the importance of being aware of not 
making assumptions about other group members’ views as well as being aware of 
the benefits that this diversity has brought to our discussions.
Whilst completing the PEL I also became more aware of differences in the 
underlying attributes of CDG members i.e. those that are not so easily/quickly 
determined such as attitudes, beliefs and values. This was especially apparent when 
arranging meetings to plan our presentation as differences in members’ attitudes
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towards the task, time organisation and the work life balance in particular became 
apparent. We had a number of disagreements about how much time we had to 
commit to the PEL task and it was apparent that some group members had 
expectations/beliefs that other members should be committing more time to the 
task. This led to some conflict within the group with members feeling that they 
were being pressured to commit more time than they felt they had and other group 
members feeling frustrated that they felt others were not committed to the task. I 
felt uncomfortable during these discussions and tried to manage this by adopting a 
neutral position and placating people to try to reduce the conflict. I think this was 
because of my dislike of conflict and my concerns that the close relationships we 
had formed as a group would be negatively affected.
The Presentation
When discussing the approach and structure we wanted to take I commented that I 
had been quite disappointed with our presentation in the first year as I felt it had 
been quite didactic/boring and that I would like to plan a more fun/entertaining 
presentation this year. Some group members had reservations about this as they 
had concerns that this would be more anxiety provoking as they liked the safety a 
structured more lecture style presentation gave them. We agreed to try a less 
formal approach but to maintain some structure to help the anxiety of some group 
members.
We spent some time in the preparation for the presentation researching and 
discussing what we felt were the salient issues related to the PEL i.e. policies, 
procedures and research about child protection, parents with learning disabilities 
and domestic violence. During these discussions our group split with two members 
focussing on the “rights” of the children and the rest of the group focussing on the 
“rights” of the parent with learning disabilities. As a group we were also very 
aware of the issue of systems in these types of cases and the findings that many of 
the difficulties faced by parents with learning disabilities are exacerbated by a lack 
of communication and cooperation between agencies and systems (i.e. Mental 
Health Foundation, (2000), McBrien & Power, (2002), Inglis, (2006) etc.). As a 
result we decided to present the different views on the Stride family’s situation 
(child and learning disability services and Mrs Stride) using a court room analogy 
as we felt this reflected the process of our discussions i.e. “fighting the case” of the 
parents or children and the split in opinions within our group. We decided to script
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the presentation to have some structure to help group members’ anxieties about 
presenting.
Reflections on Presentation and implications for placement/clinical work
We used our video session to discuss the PBL presentation and our reflections on 
the process. When watching this video I was struck by how positive our group was 
about our presentation; we discussed that ours was the “best, unique, entertaining 
and really good” and reported that some of our peers had said that they felt our 
presentation was the best/most entertaining. I think that our group felt proud that 
we had set out to achieve what we wanted with this presentation and were pleased 
that trying a new/different approach had been so positive. I was also pleased that 1 
had been able to assert my views and defend my position about using a different 
approach and this has given me the confidence to assert my views more frequently 
in CDG discussions. I think it has also made me feel more confident to assert my 
views and defend my position in clinical settings whilst on placement i.e. in team 
discussions.
Whilst watching the video it was also very noticeable that as a group we positioned 
ourselves very favourably compared to other groups; we discussed that the other 
presentations were “boring” and questioned some of the approaches taken in terms 
of the balance between entertainment and teaching. I think that this positive in­
group and less positive out-group view may have been adopted by our group in part 
in response to some of the conflict we experienced during the PBL. Social 
categorisation theory (Tajfel & Turner, 1986) suggests that individuals classify and 
differentiate themselves on the basis of observable differences (i.e. CDG 
membership) and pursue a positive identity by making between group comparisons 
that favour their group. Whilst I think that the conflict we experienced has been 
beneficial for us (see below) I personally found it quite challenging to think about 
and discuss conflict and as such think I may have highlighted the positives of our 
presentation in our discussion as this enabled me to hold onto the positives from 
the PBL task.
As previously stated I think that the conflict arose in part because of the different 
approaches adopted by group members i.e. the tendency for previously more quiet 
members of the group (including myself) to be more assertive in their views and 
also the diversity that emerged in terms of our time demands from lives outside of
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university work and our work styles i.e. organised vs. last minute. In relation to 
task related conflict (i.e. the range of views on the presentation) occupational 
research with management teams has suggested that this can have a positive impact 
for the group i.e. in terms of making better decisions (Amason, 1996) and I think 
the positive feedback we received for our presentation and our own positive views 
suggests that this conflict was helpful for us.
In terms of the relationship conflict we experienced organisational/occupational 
research suggests that this can lead to negative effects on group outcomes and 
functioning (Chuang et a l 2004) however I do not believe this was the case in our 
group. I think this was partly due to the nature of CDG; it is not purely task driven 
and whilst not a therapeutic group does have some elements of a 
supportive/experiential group in which conflict is considered to be an important 
group process and a major source of growth and change (Levine, 1979). I think that 
the time our group took to reflect on the conflict we experienced enabled us to 
learn about ourselves individually and as a group and as a result I feel the CDG is 
safer place where I feel more confident to assert my views and make contributions. 
I found this time for reflection an invaluable experience as it helped me to better 
understand the frustrations some members of the group had experienced and also 
gave me an opportunity to discuss the expectations I held about the group. This 
discussion also enabled me to understand my own reactions to conflict a little 
better. I think experiencing some of the benefits of conflict has challenged my 
beliefs that conflict is necessarily difficult or best avoided and has made me more 
aware of how I hope to respond to conflict in the future. The high rate of team 
working within the NHS (Atwal & Caldwell, 2005) and the risk of conflict within 
these teams (Rogers, 2004) suggest that I may well encounter conflict in my future 
clinical practice. I hope that this positive experience of conflict and the change in 
my views has encouraged me to manage and discuss any future conflicts I 
experience rather than try to avoid them as I may have done previously.
In the process of reflecting on the PBL we also spent some time discussing where 
we positioned ourselves in relation to the problem i.e. with the children or with the 
parents and the exclusion of Mr Stride’s perspective in our presentation. My own 
values and beliefs about domestic violence made me feel very negative towards Mr 
Stride and I positioned myself with Mrs Stride. It is possible that these feelings 
may have led me to unconsciously exclude Mr Stride from my contributions to the
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presentation and champion the rights of parents with learning disabilities. I think 
the possible power of my own values and beliefs during the PBL has highlighted to 
me how the judgements and assumptions I form about individuals can influence my 
work. Related to this I think that discovering deeper levels of diversity within the 
CDG (i.e. beliefs, attitudes) has also made me aware of more subtle levels of 
diversity within others and the need to be mindful of this. In terms of clinical 
implications I think that this is important in my interactions with service users and 
has highlighted the importance of being aware of any judgements/assumptions I 
may form about individuals and how this could affect my behaviour and 
interactions, both consciously and unconsciously. I think it also has important 
implications for team working and the expectations I may have about team 
members both in relation to work related expectations/assumptions but also on a 
more personal level.
Finally, the experience of this PBL has been invaluable for my current learning 
disability placement as I feel I have a much better understanding of the challenges 
facing parents with learning disabilities, the possible risks for their children and 
how these may be manifested. In particular research highlighting the experience of 
parents and their experience of rarely having their views taken into account (e.g. 
Pollock, 2005) has strengthened my belief in the importance of listening to service 
users and carers to ensure that their views are heard and respected. With regard to 
more general issues I feel I am more aware now of the importance of effective 
communication and joint working between agencies and how failures at a systemic 
level can have such detrimental effects on an individual’s life.
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Problem Based Learning Task
A problem based learning (PBL) task relating to a 69 year old man referred to the 
psychology department for assessment of his short term memory problems and 
need for care was given with the questions of “Whose problem is it?” and “Why?”.
To address the PBL we were allocated into groups with members from the second 
year of the training programme. Our group comprised me (white British female) 
and one member from my Personal and Professional Learning Discussion Group 
(PPG) (another white British female) and trainees from the second year; four white 
British females. We were not allocated a facilitator for the task and instead worked 
independently as a group.
The Group Process
Throughout the process of completing this PBL I noticed a number of differences 
in the way I worked compared to how I have previously worked on PBL tasks. 
From the start of our first meeting the other member of my PPG and I took quite 
dominant roles in the group and led discussions about the task as well as 
summarising what we had discussed and kept the group focussed on the task at 
hand. It also felt that that the second year trainees were looking to us for support 
and guidance about the task. This was a very new role for me as 1 have always 
tended to take a quieter, back seat role in previous PBL tasks. Taking this new 
position was not a conscious decision and I was surprised at the end of the first 
meeting when I reflected on the process and noted the difference. I was also aware 
during this reflection of the roles of the rest of the group, in particular one 
colleague who had taken the quieter role that I normally adopt. I had really valued 
her contributions during the meeting and this experience of valuing a quiet member 
of the group has made me more comfortable with this role; I have in the past been 
concerned that other group members have been frustrated by my lack of 
contributions during discussions.
After the group, I discussed the first meeting with my colleague from my year and 
she had also noticed the change in our roles. We were mindful that we did not want 
to take over the group process and in our next meeting discussed our role within 
the group and asked for feedback about the first meeting. I was relieved and 
reassured to hear that the rest of the group had valued us taking a lead on the task 
and had felt able to contribute their ideas and not feel dominated by our actions.
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Feedback has been highlighted as one of the most powerful influences on learning, 
(Hattie & Timperley, 2007) through the process of using it to confirm or restructure 
information in memory about beliefs about self and tasks (Winnie & Butler, 1994). 
The process of receiving this feedback certainly helped me to feel more confident 
about the new role I was taking and the way I was working within the group. From 
this, I made the decision to continue in this role throughout the rest of the task and 
found this relatively easy and enjoyable.
The Presentation
When planning the presentation the group split into three groups to share the 
workload and structured the presentation around the three sections that we worked 
on. These sections were our preconceptions about older adults and how these 
influenced our initial approach and formulation and also intervention. We 
commented whilst doing this that it was interesting that we split into pairs within 
year groups and I think this may have been because of the close friendship I share 
with my colleague from my PPG and the positive experiences we have had of 
working together previously as well as practical and geographical reasons i.e. we 
live in close proximity to each other. As a group we decided to focus our 
presentation around the change in perceptions we had about Mr Nikolas when 
discussing the PBL; we went from a rather stereotypical view of a frail vulnerable 
old man to a view of a man who was powerful and potentially abusive. As part of 
our presentation we surveyed members of the public about their views of older 
adults and it was interesting to see that their views reflected both our initial 
stereotypes and those of published research findings; Laurent (1990) reported that 
older people are viewed as “stupid, decrepit, feeble...wise or sweet natured, and in 
any event to be patronised” while LinkAge (2000) report stereotypes that older 
adults need to be taken care of and that they are “sad and lose their minds”.
I enjoyed both planning and carrying out our presentation and this was a pleasant 
change from the anxiety I experienced when presenting previous PBL exercises, 
especially in the first year of training. I think the process of carrying out a number 
of presentations over the course of training has certainly helped me to manage my 
anxiety about these and reinforces my beliefs in the importance of exposing myself 
to anxiety provoking events to test my beliefs about them, as recommended in 
cognitive behavioural interventions for social anxiety (Wells and Clarks, 1997). 
Prior to the presentation I also noticed that the rest of the group were quite anxious
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and I think that supporting them in their anxiety about presenting also helped to 
distract me from any anxiety I may have been experiencing.
At the end of our presentation, during the questions section, I again noticed that I 
took a more assertive vocal role; my PPG colleague and I answered all questions 
put to us and despite making a conscious effort to leave time for the rest of the 
group to respond they did not take this opportunity. I found this a little frustrating 
at the time but enjoyed the debate following our presentation and did not want to 
put other group members on the spot by suggesting they answer. We again asked 
for feedback at the end of the presentation and our group members again said that 
they were grateful for and had valued the role we had taken and did not feel that we 
had taken too much control.
Reflections on Presentation and implications for placement/clinical work
During my reflections on this task I thought about how and why I was able to take 
on this new, more assertive, vocal and confident role. I think my position as a more 
experienced (in relation to the course) member of the group and my more 
autonomous work on placement as a third year trainee may have in part explained 
this. I have enjoyed the challenge of working more autonomously on my current 
placement i.e. in planning sessions and working jointly with other professionals. It 
has also been really encouraging to see my experiences on placement impacting 
positively on university and academic tasks.
The experience of receiving feedback from team members about taking on a new 
role was also very important for me and has increased my confidence in trying new 
approaches in my work. I have been able to take this new role into my current 
placement which has enabled me to continue to work more autonomously as well 
as contribute more in team meetings and case discussions. In relation to clinical 
work I have taken a more responsible role in running groups with nurses and 
assistant psychologists within the team and have enjoyed embracing this new role. 
I have also enjoyed the experience of offering consultation work to members of my 
team on placement and think that the process of completing the PBL with second 
year trainees was for me somewhat like consultation i.e. I feel I supported the rest 
of the group to use psychological frameworks to develop their skills and think and 
reflect about Mr Nikolas (Preedy, 2008). The experience of completing the PBL 
and experimenting with new roles and the impact this has had on placement and
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my clinical work has provided me with excellent preparation for working as a 
qualified psychologist within teams, something which I hope to be doing within the 
next year.
As well as increasing my confidence in adopting a new role I think that seeking 
and responding to feedback from team members was also important in maintaining 
collaborative working on the PBL task. This is something which has been 
highlighted as an important approach to adopt when working clinically (Vetere & 
Dallos, 2003) and is something which clients have told me they have valued in the 
work I have completed with them. I think collaborative working is also important 
in team working, something that will probably characterise our future working in 
the NHS (Atwal & Caldwell, 2005), and I have been mindful to ask for feedback 
and adopt a collaborative approach when offering consultation to team members.
In relation to my current older adults placement the experience of completing the 
PBL was also an important opportunity to develop my understanding about some 
of the potential issues and challenges of working with this client group i.e. 
capacity, risk assessment and working with systems around an individual. In 
relation to process issues on placement the experience also made me aware of my 
vulnerability to holding stereotypical views of older adults i.e. as frail individuals 
in need of support and how this can prevent a thorough and full formulation of an 
individual's difficulties. Discussing the PBL task with trainees highlighted the 
importance of gaining others’ perspectives when first working with an individual 
and I have continued to do this in my current clinical work through supervision, 
discussion in team meetings and also within case discussions in my PPG.
Following the completion of the PBL task I have also noticed a shift in my role 
within my PPG. I now feel more confident to switch my role and at times take a 
more vocal, prominent and assertive part within discussions. This has enabled me 
to take a more active role in the group and has been well met by the members of 
the group who I hope have valued my flexibility in adopting different roles.
Finally, I think the process of completing the PBL task with second year colleagues 
was a very positive experience which has taught me a lot about both my own 
approach to working in groups and my clinical work on placement. I think it has 
also strengthened my belief in the importance of reflecting on practice; Kolb 
(1984) proposes exposure to events does not guarantee learning from an experience
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and that for change in thinking to occur, action needs to be processed during 
specific periods of reflection. I think the writing of this account has been a useful 
experience in highlighting what I have learnt from the PBL task and how much I 
value the time we have in training to reflect on and learn from our practice. The 
challenge of finding the time and space to continue to reflect on my practice after 
training is something that I have started to consider as I have been writing this 
account and is an issue that I think will be important to discuss with my PPG to 
think about ways that this can be achieved.
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Summary of Personal and Professional Learning Discussion
Group (PPLDG) Account 1
September 2007 
Year 2
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Our PPLDG adopted quite a structured format throughout the year, in part to 
address our concerns about members making disparate contributions. A new 
member joined our group after three sessions and there were some challenges in 
this change with some group members finding it more difficult to express their 
views and contribute to discussions. Our group facilitator’s approach in not 
dictating the content or process of our sessions was particularly helpful in allowing 
us to manage these challenges as a group. Over the year I felt we grew in 
confidence and as a group were very supportive of each other’s development and 
listened well to each other.
In contrast to other members I did not find the group a major source of support and 
tended to turn to other places for this. As such I think I was a little detached from 
the group experience and tended to be a quiet member. The experience of the 
PPLDG highlighted the importance of systems around an individual and me when I 
worked in teams on placement. I also developed my reflective skills and enjoyed 
and learned a great deal from discussions about the importance of therapeutic 
relationships and the use of language with clients, carers and other professionals. I 
felt the PPLDG experience was a positive one and I learnt a lot about myself and 
our group. My learning points for the future were to increase my involvement in 
discussions within PPLDG meetings.
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Summary of Personal and Professional Learning Discussion
Group (PPLDG) Account 2
July 2008 
Year 2
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Our PPLDG chose to continue with a rather structured approach. Whilst our group 
remained the same we changed our facilitator and this difference had an important 
impact on the group; we felt there was less of a hierarchy of power and felt enabled 
to speak more freely and confidently. Over the course of the year, group members 
felt the “need” for the group had changed and we were working more 
autonomously. We also reflected on why as a group we were so reluctant to let go 
of the structure of our meetings.
I made more contributions to the group than I had previously and the group fed 
back that they also valued my ability to avoid getting drawn into debates and 
reflect on the process of conversations. The increased autonomy in PPLDG was 
reflected in and supported my increased independence in my clinical work and 
meetings provided an important opportunity to discuss cases and difficulties with 
relationships with supervisors on placement. It was interesting to consider the 
development of the group in relation to our stage of training and throughout the 
course of PPLDG the issue of structure was a permanent discussion point and one 
which we hoped to continue to explore. From an individual point of view I hoped 
to continue to increase the contribution I made to the group and to learn more about 
myself and the roles I play within teams in the future.
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Overview of three years’ placement experiences
Adult Mental Health
Clients
Adults between the ages of 18 to 65 years referred to Community Mental Health 
Team (CMHT)
Therapy Model
Cognitive Behavioural Therapy (CBT)
Settings
Community Day Centres, Client’s homes, CMHT offices, local in-patient 
psychiatric hospital
Modes and types o f work (interventions)
CBT work with individuals with diagnoses including social phobia, obsessive 
compulsive disorder (OCD), health anxieties, paranoia and difficulties with 
personality functioning
After one week’s formal training in family work in psychosis worked jointly with 
my supervisor with two families
Co-facilitated Managing Mental Health Group with Occupational Therapist 
Assessments
Neuropsychological assessments with two individuals with memory difficulties and 
possible dementia.
Psychology assessments with individuals referred for psychological therapies 
covering a range of issues including sexual abuse and post traumatic syndrome 
disorder, anger, body image difficulties, depression, anxiety, OCD, difficulties with 
personality functioning and psychosis.
Pre and post assessments with group members 
Use of a range of standardised assessment measures
Teaching/Training/Presentations
Presentation and dissemination of Service Related Research Project (SRRP) results 
detailed below
Additional - Service Development work
SRRP completed with trust Carer representative looking at carer’s experiences of 
receiving information from mental health professionals. Results disseminated 
widely to a range of audiences including carers, mental health professionals, local 
CMHTs and used to develop carers’ information pack
Learning Disabilities
Clients
Adults with a diagnosis of learning disabilities referred to Mental Health and 
Learning Disability Team and Specialist Learning Disability Psychotherapy 
department
Therapy Model 
Psychodynamic
Settings
Day services, community team offices, client homes, local in-patient psychiatric 
ward, residential homes, hostel and local in-patient medical ward.
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Modes and types o f work (interventions)
Individual psychodynamic psychotherapy with lady with bereavement and loss 
difficulties
Joint work with supervisor with couple with difficulties in their relationship 
Co-facilitated long standing psychodynamic experiential group with psychologists 
and psychiatrist
Assessments
Range of assessments including cognitive functioning, dementia, Asperger’s 
syndrome and functional assessment of challenging behaviours
Teaching/Training/Presentations
Presentation to carers about role of clinical psychologists
Additional
Consultation work with residential staff teams and medical staff on hospital ward 
working with lady with “challenging behaviours” and man with diagnosis of 
Down’s syndrome and “challenging behaviours”
Worked with service users in regular forum discussing accessible team leaflet
Children and Adolescents
Clients
Children and adolescents aged from 5 to 18 years referred to Child and Adolescent 
Mental Health team (CAMHS) and children and adolescents with learning 
disabilities referred to the Community Learning Disability Team (CTPLD).
Settings
CAMHS offices, schools, family homes and local in-patient medical ward. 
Therapy Model
Cognitive Behavioural Therapy and Systemic/Narrative Therapy 
Modes and types o f work (interventions)
Individual work with individuals with diagnoses of vomit phobia, anxiety, OCD, 
depression, anger and emotional difficulties and anorexia 
Work with families with children with diagnoses and difficulties with chronic 
fatigue syndrome, learning and developmental disabilities, attention deficit 
hyperactivity disorder, Asperger’s Syndrome and autism.
Assessments
Cognitive and educational attainment assessments
Weekly triage assessments with new referrals to the team with individuals with 
difficulties with school refusal, deliberate self-harm, depression, anxiety, post 
traumatic syndrome disorder, behavioural difficulties and eating difficulties.
Teaching/Train ing/Presentations
Presentation to carers of children with diagnosis of autistic spectrum disorders
Older Adults
Clients
Adults aged 65 years and over referred to Older Adults Community Mental Health 
team (CMHT) and specialist challenging behaviour service.
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Therapy Model
Cognitive Behavioural Therapy 
Settings
Local in-patient psychiatric ward, day hospital, client’s homes, CMHT offices, 
residential and nursing homes
Modes and types o f work (interventions)
Individual work with individuals with diagnoses of OCD, depression and 
difficulties with adjustment to diagnosis of dementia.
Work with a couple giving support and strategies for difficulties with dementia and 
dysphasia
Co-facilitated managing mental health and cognitive stimulation groups with 
assistant psychologist and community psychiatric nurse.
Assessments
Dementia assessments using a range of neuropsychological assessments 
Assessments with individuals with diagnoses and difficulties with “challenging 
behaviour”, depression and OCD 
Pre group assessments
Teaching/Training/Presentations
Presentation of client and CBT approaches to OCD work to team 
Additional
Consultation to Occupational Therapist doing with CBT work
Advanced Competencies -  Forensic
Clients
Men and women in Medium and low secure In-patient settings and referred to 
Specialist Sex Offender Service
Settings
In-patient secure psychiatric wards and community based offices.
Therapy Model
Cognitive Behavioural Therapy and Integrated approaches 
Modes and types o f work (interventions)
Individual work with individuals with diagnoses of Asperger’s syndrome, sexual
offending behaviour, anxiety and bereavement
Co-facilitated managing mental health group with psychologist
Assessments
Assessment of cognitive functioning using range of psychometric assessments 
In depth psychological assessments with individuals recently admitted to wards
Teaching/Training/Presentations
Presentation at Sex Offender Service Academic Morning about CBT treatment 
work with people with a diagnosis of Asperger’s syndrome
Additional
Development of recovery approaches and welcome pack with service users
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Receiving Information from Professionals: The Views of 
Carers/Family Members of Users of Mental Health Services.
Service Related Research Project
July 2007 
Year 1
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Abstract
Information sharing with carers has been consistently identified as important both 
for their own needs and support and the people they care for. However despite 
recent government initiatives highlighting the importance of information sharing 
with carers there is evidence to suggest that this is not happening on a widespread 
scale. This research was interested in carers’ experience of information sharing and 
their views for the future to guide the development of an information pack for 
carers, currently being developed within the locality. Questionnaires (developed 
with the Trust Carer Consultant) were sent out to carers registered with the local 
Carer’s Centre, were given out by members of local Community Mental Health 
Teams (CMHTs) and also left in the reception area of local psychiatric hospital. 
Results indicate that carers have had mixed experiences of information sharing 
including both positive and negative experiences and have clear views about the 
needs of carers in terms of information sharing and when/how this can be best 
achieved. Carers also shared their views about contact and communication with 
mental health (MH) professionals both in terms of past experiences and their hopes 
for the future. The results have important implications both in guiding future 
information sharing practices with carers and for MH professionals in their 
approach and interactions with carers.
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Introduction
There are currently around 1.5 million people in the UK caring for a relative or 
friend with mental illness (Rapaport et al., 2006). Recent government initiatives 
have made commitments to carers in terms of information sharing, support and 
care and formally recognising the carer’s own needs; Standard Six of The National 
Service Framework (NSF) for Mental Health (Dept, of Health, 1999) identifies the 
needs of carers for information about their rights, mental illness and the service 
users’ care plan which they should have seen and had explained to them. The 
Government’s “A Commitment to Carers” leaflet launched in 2001 led a drive to 
improve access for carers to information and services in the community and was 
published to support standard six of the NSF framework. The importance of giving 
carers good health information is also highlighted in the National Strategy “Caring 
for Carers” (Dept, of Health, 1999).
At a Trust level, South West London & St. George’s Mental Health NHS Trust has 
a commitment to provide individuals with MH problems and their carers with the 
full range of information that they need to make informed choices about their own 
care and decisions about the way services are run (Perkins, 2005). The Trust 
further recognises the importance of collecting detailed feedback about the care 
individuals are receiving to guide specific service developments and of involving 
carers in service development projects/initiatives.
Information sharing between carers and professionals is vitally important for a 
number of reasons. Carers and family members have expertise and experiences that 
many MH professionals lack (Perkins, 2005). Carers have a need for information 
about their rights, mental illness and the service user’s care plan so that they know 
what to do in a crisis, how to contact services, and how to manage their own 
distress (Rapaport et al., 2006). Cleary et al. (2006) further suggest that 
information sharing with carers is an important aspect of recovery for the 
individual in contact with MH services.
Despite the recognised importance of involving service users and their carers in 
information sharing, research suggests that this is not common practice (Cleary et 
al, 2005). Results from The Princess Royal Trust for Carers Carer’s Health Survey 
(2004) found that nearly half of the 1066 carers interviewed felt that they did not 
know how to react in certain situations; a finding which could potentially be related
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to a lack of information. Rapaport et al. (2006) discuss the findings from the 
Rethink Study into information sharing with carers and report that nearly 40% of 
the 525 carers interviewed felt that they had been deprived of necessary 
information in the past 12 months while almost 70% of service users in the study 
agreed that their carers should have access to some personal information about 
them. The Continuity of Care Briefing Paper (2006) further reports that carers fear 
being denied access to important information.
In addition to the low levels of information sharing with carers, a recent review of 
service user and carer involvement also found that there has been a lack of research 
into carers’ perceptions of MH services and their involvement in treatment 
(Simpson & House, 2002). There is also evidence to suggest that few service 
providers routinely involve carers in the development of services and policies (UK 
Commission for Health Improvements (2002)) whilst Campbell et al. (2004) report 
that carer’s viewpoints are frequently different to those held by health 
professionals, especially their perspectives regarding consumer’s needs.
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Aims and Hypotheses
This brief review of the literature highlights the importance of information sharing 
with carers and suggests that this is backed by policy at both Trust wide and 
government levels. Despite this need however it does not appear to be common 
practice and carers do not seem to be receiving the service they should expect in 
terms of information sharing.
This research project examined the views of carers of users of MH services around 
information sharing with professionals. The findings will be used by the local MH 
trust and carers’ centre to guide the development of an information pack for carers 
and some information-sharing guidelines for MH professionals.
Research Questions
What experiences have carers had of receiving information from MH 
professionals?
What are the hopes/views of carers for the future of information sharing practices 
with MH professionals?
What do carers think should be included in an information pack for carers and how 
should this be best shared with carers?
89
Methods
Participants
58 completed questionnaires were returned, o f these, 13 carers were male, 43 were 
female and 2 did not complete this information. In terms o f ethnicity, 67% of 
carers reported that they were White British, 17% were any other White British 
background, 8% were Indian and 8% were Caribbean. The ages o f carers ranged 
from 19-30 years to 80+ years with most carers falling into the 51-60 years age 
range2.
Number of carers in each age range
1 9 - 3 0  3 1 - 4 0  4 1 - 5 0  5 1 - 6 0  6 1 - 7 0  7 1 - 8 0  8 0  y e a r s  +
y e a r s  y e a r s  y e a r s  y e a r s  y e a r s  y e a r s
Figure 1
In terms o f the diagnosis o f the individual in contact with MH services, the most 
frequently reported diagnoses were Schizophrenia, Bipolar and Depression. In 
terms o f length o f contact with MH services, 31% o f carers reported over 10 years 
o f contact whilst 45% o f carers reported 1-5 years o f contact.
Questionnaire Design
A questionnaire3 exploring carers’ experiences and views o f information sharing 
was developed with the Trust Carer Consultant; a carer working with the Trust to 
share her expertise regarding issues with carers i.e. interviews, training, research 
etc. The questionnaire was guided by a review o f the literature and government 
policies on information sharing practices with carers (please refer to reference list)
2 See Figure 1
’ See Appendix 1
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and the views and experiences of the Trust Carer Consultant. The questionnaire 
included questions about the carer and the person they cared for, the carer’s 
experiences of information sharing with MH professionals in different settings and 
their views about future information sharing and the information pack i.e. what 
should be included, how should it be shared with carers etc. The questionnaire 
included a range of open ended questions, questions with a range of options (i.e. 
Yes/No, tick boxes) to choose from and rating scales of previous information 
sharing experiences using a 6 point scale ranging from Very Poor to Very Good.
Procedure
The questionnaire was piloted by 2 carers in contact with the CMHT and MH 
professionals working in the CMHT. A carer working with the local carers’ centre 
also read and gave feedback about the questionnaire. The feedback from this pilot 
and the carer led to a slight restructuring of the questionnaire in terms of the layout 
of questions however no changes were made to the content of the questions. The 
questionnaire was then sent to 200 carers registered with a local Carer’s Centre 
with an accompanying letter4 explaining the research and inviting them to take 
part. Questionnaires (with accompanying cover letter5) were also left in the 
reception area of the local psychiatric ward with a sealed box and several MH 
professionals in the four local CMHTs gave questionnaires to carers they were in 
contact with.
Ethics
As this research was an audit ethical approval was not required6
4 See Appendix 2
5 See Appendix 3
6 See Appendix 4 for Ethics Scrutiny Form
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Results
Analysis
Carers’ responses to closed questions i.e. rating scale, tick box and Yes/No 
questions were analysed using descriptive statistics whilst responses to open ended 
questions were analysed using thematic content analysis.
Carers’ responses on the rating scale questions were collapsed into 3 categories so 
that “Very Poor and Poor” responses were coded as “Poor”, “Fair and Average” 
responses were coded as “Average” and “Good and Very Good” responses were 
coded as “Good”. This was to enable a clearer and more consistent analysis o f 
carers’ responses.
Carers ' experience o f receiving information from MH professionals.
Carers were asked about their experience o f receiving information from MH 
professionals when the person they cared for was admitted to the local inpatient 
ward (both under a section o f the Mental Health act and voluntarily). Figure 2 
illustrates carers’ evaluations o f this information sharing and suggests that carers 
reported a mixed experience with a fairly equal distribution o f “Poor” , “Average” 
and “Good” responses. This mixed experience is also found in carers’ responses 
regarding the rest o f  their contact (e.g. general communication) with MH 
professionals in an inpatient setting; 50% o f respondents reported barriers and 
problems and 58% reported good experiences o f receiving information.
Num ber of 
Carers
G o o dA v e r a g e
Rating of inform ation sharing
Figure 2
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Carers were asked about their experience o f receiving information from MH 
professionals in community settings (i.e. CMHTs). Figure 3 illustrates carers’ 
evaluations o f this information sharing and suggests that carers again reported a 
mixed but more positive experience. This mixed but more positive experience is 
also found in carers’ responses regarding the rest o f their contact with MH 
professionals in community settings; 40% o f respondents reported barriers and 
problems and 58% reported good experiences o f receiving information.
3 0  
2 5  
20
N um ber of ^  
carers
10
5  
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Figure 3
Carer’s views on the information pack and the future
The majority o f carers (90%) felt that MH professionals could improve the way in 
which they share information with carers.
Carers were asked about the types o f information they would like to receive and at 
what point in their contact with MH services. Carers were given a number o f 
information options i.e. diagnosis, how to make complaints etc and asked whether 
they thought it would be useful to receive that information and when. Carers 
reported wanting the most information at the “First Contact” stage o f contact with 
MH services, then when they were in contact with a CMHT. Carers reported 
wanting the least information at the “Admission” stage o f contact with MH 
services although there were some exceptions to this, notably carers reported that
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relevant information about rights under the Mental Health Act and Treatment Plans 
would be important at this stage of contact7.
Carers views about the importance/usefulness of the different types of information 
are illustrated in Table 1 and suggest that information regarding the roles of 
professionals, strategies to help support the person in contact with MH services, 
medication and diagnosis were viewed as the most important by carers.
Table 1
Type of information Number of times option ticked as 
important information to receive 
over 4 stages of contact with MH 
services (max = 232)
Diagnosis 78
Explanation of Diagnosis 77
Strategies to help you support person you care 
for
80
Medication 79
Medication side effects 72
Treatment other than medication 60
Admission to hospital under Mental Health Act 44
Rights under Mental Health Act 51
Treatment plan 73
Care Plan Approach (CPA) 61
Roles of professionals 82
Local NHS services and what they offer 64
Accessing help (including out of hours) 66
Patient Advice and Liaison Services (PALS) 59
Complaints 52
Carer’s assessments 66
Local Carer’s support groups 66
Local non NHS services and what they offer 61
Accessing further info (i.e. internet sites) 55
Health promotion i.e. health eating 66
7 See Appendix 5 for more details
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Carers also made a number of further suggestions about important information that 
should be included in the information pack. These are summarised in Table 2.
Table 2
Suggested further information for pack
Relapse signs Discharge from hospital
Practical Help i.e. gardening Counselling services for carers
Financial/Benefits Services for service users i.e. day 
centres
Advocacy services Housing
Confidentiality Respite care
Self help strategies i.e. relaxation Additional information for -  older, 18- 
24, single parent and Black and 
Minority Ethnicity carers
Alternative therapies Keyworkers
Waiting times Transport information i.e. maps
Employment support Ward rules
NICE guidelines Set up of MH system
Suggested questions to ask MH 
professionals
Commonly used abbreviations and 
Index
Advanced directives Signposting i.e. to current legislation
Carers felt that the information pack could be best shared by being explained by a 
mental health professional known to the carer, then sent by post. Very few carers 
thought that sharing the information pack by e-mail was a good idea and many 
highlighted that not all carers have access to the internet.
Thematic Content Analysis
Carers’ responses to open ended questions were analysed collaboratively with the 
Trust Carer Consultant using thematic content analysis. This approach involves 
repeatedly examining data to identity emerging themes and coding data into closed 
categories which summarise and systematise the data (Wilkinson, 2003).
The thematic content analysis identified eight themes; Carers ' support and health 
needs, Availability o f Information, Confidentiality, Availability o f Support, MH  
professionals ’ attitude and approach, Carer’s expert and equal role and Distress.
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These themes are presented in Appendix 6 with illustrative quotes however whilst 
this data has important implications for the future practice of MH professionals and 
has been disseminated in presentations it is not directly relevant to the research 
questions under consideration so will not be further reported/discussed in the 
present report.
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Discussion
The results presented suggest that carers report both positive and negative 
experiences of receiving information from MH professionals. In terms of location, 
carers reported a mixed information sharing experience in both inpatient and 
community settings with a slightly more positive experience more commonly 
reported in community settings.
These findings reflect the research presented previously suggesting that carers do 
not always receive the information they are entitled to from MH professionals 
(Rapaport et al, 2006; Princess Royal Trust for Carers, 2004; Continuity of Care 
Briefing Paper, 2006).
Carers felt that information sharing with MH professionals could be improved and 
suggested that most information sharing should take place at the first contact with 
MH services and in community setting. Carers rated information about professional 
roles, strategies to help the individual in contact with MH services, medication and 
diagnosis as most important and also identified a range of additional information 
that could be included in an information pack for carers.
Limitations o f research and areas fo r  future research
There were some limitations to this study and the results also identify future areas 
of research. The relatively low (29%) response rate achieved in this study could be 
criticised however it reflects response rates of similar studies with carers (Cleary et 
al., 2006, 28%) and low response rates are not unusual in studies involving carers 
(Foldemo et ah, 2005; Joyce et al., 2003). This could be because of the demands of 
caring and previous experiences of research in which no positive changes resulted 
from their input (Hammers & Happell, 2004). The relatively small response rate 
from carers from Black and Ethnic Minority background suggests there is a risk 
that specific difficulties faced by carers from non White British ethnic groups may 
not have been recorded in this research however the proportions of different ethnic 
backgrounds are comparable to those in the local area. The carer (Trust Carer 
Consultant) who worked collaboratively with this research is also from a non 
White ethnic background and as such was able to highlight some of the specific 
difficulties she had experienced.
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The level of detail requested in the questionnaire limits our understanding of some 
of the results i.e. the mixed experiences of carers could be attributable to different 
disciplines within MH services but carers’ experiences of information sharing with 
specific disciplines was not questioned. Whilst a longer more detailed 
questionnaire may have produced a higher level of detail, research suggests that 
longer questionnaires yield lower response rates than those that take a shorter time
i.e. 20 minutes (Fife-Schaw, 2000). Future research could examine carer’s 
experiences of information sharing with specific MH professionals. The 
questionnaire was only piloted on 2 carers however it was developed in 
collaboration with the Trust Carer Consultant and as such was guided by her 
experiences as a carer. Carers also gave very positive feedback about the 
questionnaire; they reported feeling valued and grateful for the opportunity to share 
their experiences.
This research only examined information sharing in which carers were the 
recipients. The specific experience and expertise of carers (Perkins, 2005) is a 
valuable resource for MH professionals and as such future research should examine 
the experience of carers sharing information with MH professionals as the 
recipients.
Dissemination o f results
A  meeting is scheduled for the 4th July 2007 to meet with the carers and 
professionals developing the information pack to discuss the results of this 
research. The views of carers elicited in this research will be used to guide the 
content and dissemination of the information pack.
A summary of the carers’ views elicited in this research was presented to carers at 
a recent carers’ workshop and the results of the research will also be disseminated 
to the carers from the local carers’ centre who participated in the research. Finally 
the views of carers and implications for MH professionals from this research were 
presented at the Trust Academic Forum for MH professionals in June 2007, to 
carers and local CMHTS8. This presentation included preliminary practice 
guidelines for MH professionals working with carers which will be further 
developed and disseminated.
8 See Appendix 7
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Reflections/Conclusions
The high percentage of carers reporting that information sharing practices with MH 
professionals could be improved supports the need for changes in the ways in 
which MH professionals share information with carers and it is hoped that the 
information pack currently being developed will guide/support these changes. The 
involvement of carers as participants in this research and the use of their views to 
guide the development of the information pack is important in light of findings that 
carers’ views are not commonly elicited (Simpson & House, 2002) nor used to 
guide policy (UK Commission for Health Improvements, 2002).
The importance of involvement of carers as collaborative partners in research and 
in particular when developing effective information sharing strategies has been 
highlighted (Continuity of Care Briefing Paper, 2006; Perkins, 2005; Trivedi & 
Wykes, 2002) and it is important to note that this research involved working 
collaboratively with a carer (Trust Carer Consultant) both to develop the 
questionnaire and analyse the results. This experience was not only extremely 
rewarding in terms of mutual learning and seeing carers in a different context but 
may also have been largely responsible for the positive feedback received from 
carers about the questionnaire. This positive experience of collaborative research 
with carers and the useful information elicited supports the involvement of cares as 
equal partners as well as participants in future research.
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Appendix 1:
Copy of Questionnaire
South West London and St George’s NHS Trust
in partnership with
X CARERS CENTRE
Carers’ Experiences of Information Sharing Questionnaire
Thank you for taking the time to complete the following questionnaire.
“Information sharing” can refer to mental health professionals providing you with 
information, as well as you sharing information with those professionals. We 
recognise that both of these information sharing processes need to work well in 
order for carers to receive a good service. We want to improve both types of 
information sharing, however, the current project is looking only at the ways in 
which professionals provide information to carers. We hope to be looking at 
improving the ways in which we seek information from and listen to carers through 
a future project.
So, for the purposes of this questionnaire, “information sharing” refers only to 
information that you are provided with by mental health professionals working for 
NHS Trust in X.
We use the term “carer” to refer to anyone who provides unpaid care to a person 
using mental health services, including relatives, friends, and neighbours.
PART 1 : INFORMATION ABOUT YOU AND THE PERSON YOU CARE
FOR
1. Are you? Male Female
2. Within which age range are you?
1 9 -3 0  31 -4 0  41 -5 0  51 -6 0  6 1 -7 0  71 -8 0  80+
3. How long have you been in contact with mental health services in
Sutton?
Less than ay r 1 -  3 yr 3 -  5 yrs 5 -  8 yrs 8 -1 0  yrs 10 yrs +
4. In which setting was your first contact with mental health services in 
Sutton? (please tick one)
Community Mental Health Team (CMHT)
In-Patient Ward
Other
Please Specify...................................... ......
O
O
O
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5. Which local mental health services do you have current or past contact 
with? (please tick)
Currently During the past Not for over 
two years two years
CMHT:
w O O 0
X 0 0 O
Y O 0 0
Z O 0 O
Psychiatric Inpatient Ward (X Ward) 0 O 0
Other non-NHS mental health services 0 O 0
Please specify,
6. What is the diagnosis, if known, of the person you care for? (Please 
tick any that apply)
Bi-Polar Disorder / Manic Depression O Schizophrenia / Psychosis 0
Depression 0 Eating Disorder (e.g. Bulimia, 0
Anorexia)
Dual Diagnosis: 0 Obsessive Compulsive Disorder O
Mental Health & Substance Misuse 0 Post Traumatic Stress Disorder 0
Mental Health & Forensic services 0 Dementia 0
Mental Health & Learning Disability 0 Personality Disorder 0
Any other Anxiety (Panic, Agoraphobia etc) O
Please Specify.......................................
7. A “Carer’s assessment” is a meeting with a mental health professional 
to assess your needs and arrange different types of support for you. It is 
your right to have one and it should be offered to you. Have you been 
offered a “carer’s assessment”?
Yes No
If “no”, please continue to Part 2
8. If “yes”, did you find it helpful?
Yes No
9. How useful was it in terms of the information provided by the mental 
health professional?
Very Poor Poor Fair Average Good Very Good
10. In which ways could it have been made more helpful, in terms of the 
information provided?
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PART 2: YOUR EXPERIENCE OF THE INFORMATION 
PROVIDEDBY MENTAL HEALTH PROFESSIONALS IN AN 
INPATIENT SETTING
If the person you care for has NEVER been admitted to the local psychiatric 
inpatient ward (i.e. X Ward), please go to question 15.
If the person you care for has only ever been admitted to the local psychiatric 
inpatient ward on a voluntary basis (i.e. not under a section of the Mental Health 
Act), please go to question 12
11. When the person you care for was admitted to X Ward under a 
section of the Mental Health Act (often referred to as “being 
sectioned”)..........
(i) Did you receive adequate information about why the person you care for 
was being assessed under the Mental Health Act?
Yes No
(ii) Did you receive adequate information about their legal rights?
Yes No
(iii) Did you receive adequate information about the ‘section’ of the Mental 
Health Act they were admitted under and what it means?
Yes No
(iv) Did you receive adequate information about the treatment they received 
under the Mental Health Act?
Yes No
(v) Did you receive adequate information at the time of their discharge from 
hospital?
Yes No
(vi) What was your general experience of information provided by 
professionals at this time?
Very Poor Poor Fair Average Good Very Good
If the person you care for has ever been voluntarily admitted to X Ward
please go to question 12
If the person you care for has never been voluntarily admitted to X Ward
please go to question 13
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12. When the person you care for was voluntarily admitted to X
Ward..........
(i) Did you receive adequate information about why the person you care for 
was admitted to hospital?
Yes No
(ii) Did you receive adequate information about the treatment they received?
Yes No
(iii) Did you receive adequate information about their legal rights?
Yes No
(iv) Did you receive adequate information at the time of their discharge from 
hospital?
Yes No
(v) What was your general experience of information provided by mental 
health professionals at this time?
Very Poor Poor Fair Average Good Very Good
13. Have you encountered any barriers or problems in relation to the 
information provided by mental health professionals at X Ward?
Yes No
If “yes” please give details
(e.g. what was the problem?...which kind of professional(s) did it 
involve?.. .at which point in the person’s care did it occur?...)
14. Have you had any good experiences of information being provided by 
mental health professionals at X Ward?
Yes No
I f  “yes ” please give details
(e.g. what was good?...which kind of professional(s) did it involve?...at 
which point in the person’s care did it occur?...)
PART 2: YOUR EXPERIENCE OF THE INFORMATION 
PROVIDEDBY MENTAL HEALTH PROFESSIONALS IN A 
COMMUNITY SETTING
The following questions are about your experiences of being provided with 
information while the person you care for has been provided with support by the 
CMHT (i.e. in the community/outside of hospital)
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15. How would you generally rate the information provided to you by 
mental health professionals in X ?
Very Poor Poor , Fair Average Good Very Good
16. Have you encountered any barriers or problems in relation to the 
information provided by mental health professionals in the CMHT?
Yes No
If “yes” please give details
(e.g. what was the problem? ...which kind ofprofessionals) did it involve? ...at 
which point in the person’s care did it occur?...)
17. Have you had any good experiences of information being provided by 
mental health professionals in the CMHT?
Yes No
I f  “yes ’’please give details
(e.g. what was good?...which kind o f professional(s) did it involve?...at which 
point in the person’s care did it occur?...
INPATIENT AND COMMUNITY SETTINGS
18. Have you received adequate information about any of the following as 
part of your contact with mental health services in X? (please tick as many 
as are applicable)
Whilst the person was Whilst they were supported
In hospital in the community by CMHT
Diagnosis 0 0
Explanation of diagnosis
(i.e. the nature and causes o f symptoms)
0 0
Strategies to help you support the person 0 0
Medication - why and how to take it 0 0
Medication - side effects 0 0
Treatments available other than medication 0 0
Admission to hospital under the Mental Health Act 0 0
Rights under the Mental Health Act 0 0
Treatment Plan 0 0
Care Programme Approach (CPA) 0 0
Role of all professionals involved
Local NHS in-patient & community services
0 0
and what they offer 0 0
How to access help (including out of hours) 0 0
Patient Advice and Liaison Service (PALS) 0 0
How to make complaints 0 0
Carer’s Assessments 0 0
Local carers/support groups 0 0
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Local non-NHS services and what they offer O O
How to access further information (e.g. websites) O O
Health promotion (e.g. healthy eating, exercise) O O
19. If there is any other information you have received that was helpful, 
please tell us about this...
(e.g. what was helpful?...which kind of professional(s) did it involve?...at 
which point in the person’s care did it occur?...)
PART 3: WHAT WOULD BE HELPFUL IN THE FUTURE
20. Could we make the information provided by mental health 
professionals in X better?
Yes No
I f  “yes ”, what suggestions would you make?
21. Which of the following do you think should be included in an 
information pack for carers, and at which stage would it be most 
helpful to receive the information? (Please tick as many as you 
like)
First Contact Admission 
to hospital
Discharge 
from hospital
CMHT
support
Diagnosis 0 0 0 0
Explanation diagnosis 
(i.e. the nature and 
causes o f symptoms)
0 0 0 0
Strategies to help you 
support the person
0 0 0 0
Medication -  
why and how to take it
0 0 0 0
Medication - side effects 0 0 0 0
Treatments available 
other than medication
0 0 0 0
Admission to hospital under 
the MHA
0 0 0 0
Rights under the MHA 0 0 0 0
Treatment Plan 0 0 0 0
Care Programme Approach 
(CPA)
0 0 0 0
Role o f all professionals 
involved
0 0 0 0
Local NHS in-patient & 
community services 
and what they offer
0 0 0 0
How to access help 0 0 0 0
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(including out of hours) 
Patient Advice and Liaison O 0 0 0
Service (PALS)
How to make complaints O 0 0 0
Carer’s Assessments 0 0 0 0
Local carers/support groups 0 0 0 0
Local non-NHS services and 0 0 0 0
what they offer 
How to access further 0 0 0 0
information(eg websites) 
Health promotion (e.g. healthy 0 0 0 0
eating, exercise)
22. (i) Are there any other types of information that you think would be helpful
to include in the pack?
(ii) At which point would it be best to receive that information?
23. How do you think this information pack could be best shared with 
carers?
(please tick as many as you like)
Explained by a member of staff working with your family member O
Sent by post O
Sent via email O
24. Do you have any other suggestions about how we could best share the 
information pack with carers?
25. Do you have any other comments/suggestions that you feel are 
important for us to consider when developing this information pack?
Thank you very much for taking the time to complete this questionnaire. Your 
views are very important to us and will be used to guide improvements in the ways 
that we share information with carers in future.
Please return your completed questionnaire in the pre-paid envelope provided. As 
explained in the accompanying letter, it would be very helpful if you could return 
your completed questionnaire as soon as possible, ideally by Monday 22nd January 
2007, to ensure that your comments can be used to guide the production of the 
information pack currently being developed.
January 2007
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Appendix 2:
Letter sent with Questionnaire to Carers Registered with
Carer’s Centre
111
South West London and St George’s NHS TRUST
in partnership with CARERS CENTRE
January 2007
Dear Carer,
We are working together in close collaboration with AC from Carer’s Centre on a 
project to improve the information provided to carers.
To ensure that this changes in ways that are helpful and meaningful to carers, we 
would like to hear about your experiences of being provided with information by 
mental health professionals, and your ideas about how this could be better in the 
future.
As part of our commitment to better involve carers in local mental health services, 
we are currently focusing upon the development of an information pack that will 
soon be available to all carers. Your views and expertise in relation to your 
experiences of mental health services will be invaluable in helping us to produce an 
information pack that is genuinely useful to carers.
We have enclosed a questionnaire with this letter asking some questions about your 
experiences and what you think would be important to be included in the 
information pack being developed. It should only take a few minutes to complete 
and we have included a stamped addressed envelope to return it (marked 
“Questionnaire”). We appreciate that you are busy, but if you were able to 
complete and return the questionnaire as soon as possible it would help us greatly 
in this project.
We would also like to invite you to participate in a Focus Group meeting, along 
with other carers, to talk about some of these issues in more depth. The meeting 
will probably last for a maximum of 1V2 hours, and will take place at the Carer’s 
Centre. You can pick whichever meeting is more convenient for you: either 7 p.m. 
on Wednesday 7th February 2007, or 3 p.m. on Thursday 8th February 2007. 
There will be a payment to reimburse you for your time at the rate of £6 per hour, 
equivalent to £9 for a 1V2 hour meeting. Each focus group will have six 
participants, so we will only be able to offer places to the first twelve people to opt- 
in.
If you are interested in participating in this Focus group, please complete the name 
and contact slip below and return it in the other stamped addressed envelope as 
soon as possible (marked “Focus Group”). We will then contact you to confirm the 
time and date of the meeting.
Your involvement in this research is entirely voluntary. If you decide to take part 
your comments will be anonymous and confidential. The care and services 
available to the person you care for will not be affected in any way regardless of 
whether or not you choose to participate in this research.
Thank you very much for your time. If you have any questions or comments about 
this research please do not hesitate to contact us.
With thanks,
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Appendix 3:
Accompanying Letter for Questionnaires left in Waiting Area 
in Local Psychiatric Ward
113
South West London and St George’s NHS Trust
in partnership with 
Carer’s Centre
January 2007
Dear Carer,
We are working together in close collaboration with AC from Carers Centre on a 
project to improve the information provided to carers.
To ensure that this changes in ways that are helpful and meaningful to carers, we 
would like to hear about your experiences of being provided with information by 
mental health professionals, and your ideas about how this could be better in the future.
As part of our commitment to better involve carers in local mental health services, we 
are currently focusing upon the development of an information pack that will soon be 
available to all carers. Your views and expertise in relation to your experiences of 
mental health services will be invaluable in helping us to produce an information pack 
that is genuinely useful to carers.
We have attached a questionnaire to this letter asking some questions about your 
experiences and what you think would be important to be included in the information 
pack being developed. It should only take a few minutes to complete and there is a box 
in Chiltem Wing reception where completed questionnaires can be returned. We 
appreciate that you are busy, but if you were able to complete and return the 
questionnaire as soon as possible it would help us greatly in this project.
Your involvement in this research is entirely voluntary. If you decide to take part your 
comments will be anonymous and confidential. The care and services available to the 
person you care for will not be affected in any way regardless of whether or not you 
choose to participate in this research.
Thank you very much for your time. If you have any questions or comments about this 
research please do not hesitate to contact us.
With thanks,
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Name of Trainee: Becky Salmon 
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Information Sharing With Professionals: The Views of Carers/Family Members 
of users of mental health services In Sutton.
Date: 29lh January 2007
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Appendix 5:
Additional Details about Carers’ Views about what 
Information would be Useful at Specific Times
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Type of 
info
At what point TOTALS
First
Contact
Admission 
to hospital
Discharge
from
hospital
CMHT
support
Yes Not
ticked
Yes Not
ticked
Yes Not
ticked
Yes Not
ticked
Yes
Diagnosis 37 21 11 47 11 47 19 39 78
Explanation 
of Diagnosis
35 23 12 46 11 47 19 39 77
Strategies 25 33 6 52 25 33 24 34 80
Medication 26 32 5 53 25 33 23 35 79
Meds side 
effects
23 35 5 53 21 37 23 35 72
treatment 20 38 6 52 17 41 17 41 60
Admission
MHA
17 41 20 38 2 56 5 53 44
Rights under 
MHA
20 38 21 37 2 56 8 50 51
Treatment
plan
22 36 16 42 16 42 19 39 73
CPA 17 41 5 53 17 41 22 36 61
Professionals’
roles
33 25 13 45 14 44 22 36 82
Local NHS 
services
23 35 8 50 12 46 21 37 64
Accessing
help
33 25 2 56 13 45 18 40 66
PALS 18 40 8 50 12 46 21 37 59
Complaints 18 40 8 50 11 47 15 43 52
Carers
assessment
26 32 4 54 13 45 23 35 66
Support gps 27 31 4 54 15 43 20 38 66
NonNHS
services
25 33 4 54 13 45 19 39 61
Further info 26 32 2 54 10 47 17 41 55
Health
promotion
20 38 3 55 15 43 28 30 66
TOTAL 491 669 163 995 275 884 383 111
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Appendix 6:
Themes from Thematic Content Analysis
Theme Illustrative Quote
Carers’ support and health needs Make sure carers are made to feel as
important as the patient
Carer’s centre has been a lifeline
I  was signed off for 6 weeks with depression
as a result o f trying to deal with my partner’s
illness
Availability of information Iwasn  Y given any information that was 
useful
I  think an information pack would be an 
excellent idea
Confidentiality Contact between myself and staff would be 
useful but I  know this is probably difficult due 
to patient confidentiality
Availability of support There was never anyone available to speak to 
me
They rarely listen to or value my input
Mental Health professionals’ 
attitude and approach
Not listening to what the carer had to say 
A caring helpful attitude to the carer is very 
good in times o f stress
Carer’s expert and equal role We should be listened to
We should be involved in meetings with
health professionals
Distress I  have found the whole situation most 
upsetting and very stressful... I  do not know 
how to cope with it 
Might as well just curl up and die
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Appendix 7:
Evidence of Presentation at Trust Academic Forum for MH 
Professionals and to Carers and Local CMHTS
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South West London and St George's htiitâ
Mental Health KHS Trust
21st June 2007
Venue: Postgraduate Centre
Lunch: 12.30 pm -  1.00 pm
Light refreshments: 2.00 p m -2 .1 5  pm
Chair: Dr S A
12.00 -  12.30 DSH Meeting for Trainees -  Dr B
1.00- 1.30 RS -  “Carers’ Experiences of Receiving Information
from Mental Health Professionals"
1.30-2.00 CB -  “A Service Evaluation of Family Intervention for
Psychosis Training”
2.15-3.15 Evidence Based Medicine - D r  B’s Team
3.15 -  4.00 CBT Supervision for Trainees -  Dr A’s Group
4.00 -  5.00 Balint Group for Trainees -  Dr A
Sponsored: Bristol Myers Squibb (E.Bashar)
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RE: SRRP
From:Morris, Andre
Sent: 10 February 2009 10:44:31 
To: Rebecca Salmon
Dear Becky,
Thank you for sharing the results of your Service Related Research Project (Receiving 
Information from Professionals: The Views of Carers/Family Members of Users of Mental 
Health Services) at the Trust Academic Forum for Mental Health Professionals in June 
2007, with carers at the local carer's centre and with CMHTs within the trust.
1 know that this was a valued piece of work which has led to real improvements in the 
information provided to carers in Sutton. Thanks you again for your enthusiasm, 
commitment and hard work.
With best wishes,
Andre.
Dr Andre Morris 
Clinical Psychologist
Merton & Sutton Early Intervention Service
South West London & St George's Mental Health NHS Trust
W ilson Hospital
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How do Clinical and Counselling Psychology Trainees 
construct racism following the events of Celebrity Big
Brother Seven?
Abstract of Qualitative Research Project
May 2007 
Year 1
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Concerns regarding racism on the seventh series of Celebrity Big Brother (CBB7) 
were highlighted by media when several of the housemates’ comments were 
interpreted as being racist. Racism has long been of interest to researchers 
interested in social behaviour.
The present study used a focus group and semi-structured interview with eight self­
selected clinical and counselling trainees on post-graduate training. It aimed to 
explore their interpretations of the issues raised in the media following CBB7 and 
how they shaped their construction of the concept of racism in light of this. 
Interpretative Phenomenological Analysis (IPA) was used to develop a joint 
thematic framework. Six main themes emerged: expressions, causes and emotional 
reactions, British identity, fear of perception and confusion. The main analysis 
focussed on the themes expressions and causes o f racism. Trainees perceived 
racism as expressed in a variety ways from individual to wider media portrayal and 
that it could be communicated in a range of ways. They perceived the media 
portrayal of racism to be narrow with a failure to address wider issues within 
society such as institutional racism. In relation to causes, participants viewed group 
boundaries, social change, negative assumptions and ignorance as important in 
racism. The research further highlighted the concept that racist views are “taboo” 
and no longer socially acceptable and perceptions that ignorance was an important 
determinant of racism.
The limitations of the use of focus groups in relation to the impact of group 
dynamics and the possible loss of personal experience (focus of IP A) were 
reviewed. Implications of the research and clinical practice included the 
importance of remaining mindful of ignorance in relation to racism when 
formulating with service users as well as the macro-level concept of racism (e.g. 
institutional racism).
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ABSTRACT
Objectives: To explore the understanding of rule bound behaviours of staff 
working with people with learning disabilities and their experience of changes in 
their use of rules.
Method: In-depth, semi-structured interviews were conducted with seven 
participants working in residential homes for people with learning disabilities. The 
interviews were analysed using Interpretative Phenomenological Analysis.
Results: The results highlighted the containing function of rules in the old, long 
stay hospitals. In their current working, participants described changes in the rules 
which were associated with a number of positives for people with learning 
disabilities. Changes in the rules were also associated with less positive outcomes 
for staff and it appeared at times that the flexibility in rules meant they lost their 
containing function and were less helpful in guiding actions. Participants discussed 
an increased autonomy, responsibility and accountability in their work and a sense 
of being constantly monitored. There appeared to be reluctance amongst 
participants to own difficulties and anxieties associated with changes in rules and 
these were instead located within others. Participants identified a number of 
strategies and issues which they felt had supported these changes.
Conclusions: This study’s findings begin to address a thus far under researched 
area and respond to some of the calls for studies in this area. The research suggests 
some areas of consideration for implications regarding future practice in staff 
support and training within residential learning disability services.
131
1 INTRODUCTION
1.1 Overview
Community based services for people with learning disabilities were introduced in 
the 1950s to address the deficits in care provided by large institutions. There are, 
however; still concerns about the support offered by staff in community settings, 
one of which relates to institutional practices such as rule bound behaviours. The 
present study therefore aims to explore staffs understanding of rule bound 
behaviours in community based homes. This introduction will present the 
background to rule bound behaviours in the support offered to people with learning 
disabilities. It will also discuss theories of and research on staff behaviour and 
highlight the aims of the study.
1.2 Definition and Prevalence of Learning Disabilities
A learning disability is defined by the World Health Organisation as “a state of 
arrested or incomplete development of mind, significant impairment of intellectual 
functioning and significant impairment of adaptive/social functioning” (WHO, 
1992). These impairments must be present from childhood and not acquired as a 
result of an accident or following the onset of adult illness. Emerson and Hatton 
(2004) estimated there were 985,000 people with learning disabilities in England 
and of these 224,000 were known to social services.
1.3 Brief History of Services for People with Learning Disabilities
The development of workhouses in the 19th and 20th centuries led to the beginning 
of institutionalisation for people with learning disabilities. In 1948 the formation of 
the National Health Service (NHS) resulted in all institutions becoming hospitals 
and this change brought issues of hospital care into the public domain. A number 
of inquiries such as the Ely Hospital Inquiry (1969) drew attention to the 
scandalous care such as “cruel treatment” and “physical abuse” offered in these 
institutions and Goffman (1961) directly challenged the underlying ideology of 
asylums and introduced his influential concept of the “total institution”. This was 
characterised by tightly scheduled daily activities designed to fulfil the aims of the 
institution rather than serving the needs of the individual. These concerns led to 
alternatives to institutional care being proposed such as Nirje’s (1969) 
“normalization” philosophy, which was later developed and renamed “social role 
valorisation” by Wolfensberger (1983). These advocated a positive vision of
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helping people with learning disabilities to gain skills and to experience an 
individual lifestyle in mainstream society; with choice and genuine participation.
In 1971 the Department of Health and Social Security published the first national 
plan to develop services for the mentally handicapped; Better Services for the 
Mentally Handicapped. This white paper proposed halving the hospital population 
over a 20 year period and increasing provision in the community. More recently the 
2006 white paper Our Health, Our Care, Our Say set further targets for the end of 
campus accommodation (i.e. not truly community based) for people with learning 
disabilities by 2010. The most recent white paper Valuing People Now: A new 
three-year strategy for people with learning disabilities (2009) reported that all 
long-stay hospitals (with one exception) had closed and that most people moving in 
the last wave of transfers were in supported living rather than residential care.
Whilst government drives and initiatives have undoubtedly enabled community 
living for most people with learning disabilities, concerns have continued to be 
raised about the quality of life and standards of care provided in these community 
homes (Emerson & Hatton, 1996).
1.4 Rule Bound Behaviours
Rules can be defined as accepted instructions that state the way things are or should 
be done, and tell you what you are and are not allowed to do (Cambridge Advanced 
Learner’s Dictionary, 2008). As such rules within society and organisations can be 
viewed as having the function of enabling individuals to function and have 
expectations of themselves and others. Rule “congruent” behaviours can be 
understood as those which are congruent with these societal and organisational 
rules however this study is interested in rule bound behaviours. These are specific 
behaviours which serve the purpose of services or institutions to the sacrifice of the 
needs of people using them, in this case people with learning disabilities. Examples 
of these behaviours may include rules such as “everyone has to have a bath on 
Fridays at 9pm”, “tea is always at 6pm” or “the television has to be turned off at 
8.30pm”. These behaviours may serve a number of purposes for institutions, staff 
and people with learning disabilities and these will be discussed throughout this 
introduction.
1.5 Concerns about Community Care and rule bound behaviours
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Raynes et al. (1987) carried out research reviewing 34 local authority hostels for 
people with learning disabilities who had moved out of institutional care. Whilst 
they found limited opportunities for individuals to be involved in decisions about 
their own lives, there were still rigid routines and institutionalised practices, such 
as in the scheduling of bath times. Raynes et al. (1987) noted that these homes had 
not reached the aim of providing an ordinary life which included individualised 
care with residents truly being integrated into the local community and treated as 
adults. Raynes et al. (1987) concluded that ordinary houses by themselves could 
not generate integrated or individualised practices and that these were ultimately 
negotiated and defined by the staff working in them. Similarly the Good Practice 
Signposts for Success (National Health Service Executive, 1998) recognised that 
service design, and organisational and staff approaches rather than home structure 
ultimately lead to more fulfilling lives for individuals.
Emerson & Hatton (1994) completed a comprehensive review of 46 studies 
between 1980 and 1993 examining the effects of the move from hospital to 
community for people with learning disabilities. Whilst this review noted a number 
of positives, it also highlighted variations in care. For a substantial minority of 
individuals, life in the community was indistinguishable from life in institutions 
and studies reported management practices such as the rigid use of routines 
(Sinson, 1990). Emerson & Hatton’s (1994) review further found that whilst there 
was a general improvement in autonomy and choice about daily activities 
associated with a move to community living, these were still restricted compared to 
the general population. Emerson & Hatton (1994) concluded that “the provision of 
community based housing per se is not sufficient to guarantee growth in the 
personal competence of service users’’ (p i5). These conclusions echoed those made 
30 years previously by Tizard (1964) who considered the provision of community 
based care for older adults and its application to people with learning disabilities. 
He concluded that inadequately staffed and supervised small units could provide 
services which were harsher than anything comparable to those provided by large 
institutions.
After concerns were raised about community support following the first stages of 
deinstitutionalisation more recent research has continued to identify similar 
problems. Forrester-Jones et al. (2002) carried out structured interviews with 196 
people with learning disabilities 12 years after resettlement from long-stay
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hospitals. Their results highlighted that respondents felt there was a lack of 
freedom to do what they wanted and restrictions were reported on smoking and 
bedtimes. Forrester-Jones et al. (2002) suggested that these restrictions may be a 
legacy of institutional practices as many staff had moved out of hospitals with 
residents. The researchers further reported staff holding “inappropriate parental 
attitudes” e.g. restricting smoking because of health problems. As well as 
highlighting the importance of further training for staff around principles and 
practices of “ordinary living”, Forrester-Jones et al. (2002) also stressed the need 
for further monitoring and enhancement of staff attitudes and behaviour in these 
community settings.
Owen (2004) carried out research following a group of 11 women with “severe 
learning disabilities” and mental health difficulties for three years during their 
move from a locked ward in a long stay hospital to community care (mainly still 
within the grounds of the hospital). She undertook over 300 hours of observation as 
well as semi-structured interviews with the women’s relatives and advocates and 
one member of staff. The research found these women experienced fewer changes 
for the better following this move and their lives continued to be restricted by rigid 
rules and strict routines. These included set timings for bedtime, bath times, 
mealtimes and cups of tea, which took precedence over any consideration of the 
women’s needs. Owen (2004) highlighted that these rules and regulations meant 
the women had very little control over their lives but found that those women who 
moved to community homes (outside of hospital grounds) had slightly more 
flexibility and were more involved in choices in their daily routine.
Emerson et al. (2005) undertook the first national survey of adults with learning 
disabilities in England. The research asked whether there were any rules about 
what individuals could and could not do where they lived and if they were happy 
about these rules. The results found that around two thirds of respondents reported 
that they had “house rules”; however most of these respondents (91%) reported 
being happy with these rules. Whilst this research was conducted with a very large 
sample (nearly 3000), three quarters of respondents were interviewed with their 
carer or parent present. In light of research highlighting the phenomena of 
acquiescence in people with learning disabilities (Rapley & Antaki, 1996) it is 
possible that respondents may have been affected by issues of social desirability 
and found it difficult to express negative views about the support they received.
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More recently there have been enquiries into services for people with learning 
disabilities in Cornwall (Healthcare Commission, 2006) following serious concerns 
raised by the East Cornwall Mencap Society in 2004, and in Sutton and Merton 
(Healthcare Commission, 2007) after allegations of physical and sexual abuse. 
Amongst the key findings of these reports was evidence of widespread institutional 
abuse (IA) defined as occurring when “the rituals and routines of a service result in 
the lifestyles and needs of individuals being sacrificed in favour of the needs of the 
institution” (Healthcare Commission, 2007; p5).The reports found that IA 
prevented people from exercising their rights to independence, choice and 
inclusion and was prevalent in most parts of the learning disability service being 
investigated (Healthcare Commission, 2007). In relation to recent government 
initiatives, LA and rule bound behaviours are in direct violation of the Person 
Centred Planning (PCP) approach {Valuing People, Department of Health 2001) 
which highlights the importance of tailoring support and services to the needs and 
aspirations of people with learning disabilities.
1.6 Rule Bound Behaviours and their Impact on People with Learning 
Disabilities
Markova (1991) highlighted that interactions between staff and people with 
learning disabilities in institutions characterised by ritualised routines were often 
diminished to the extent that it appeared staff were merely interacting with objects. 
This dehumanising approach to care has been found to increase the risk of abuse; 
White et al. (2003) reported that abuse is often justified through the “neutralisation 
of moral concerns” whereby people with learning disabilities are perceived as less 
than fully human with minimal rights and values. They further highlighted that 
issues such as low staff support, negative and “othering” attitudes and behaviours, 
and a lack of training and competence can increase the risk of abuse in learning 
disability settings. Batson (1990) proposed that our capacity for altruistic caring is 
limited to those for whom we feel empathy and that the experience of seeing the 
other as an “object or thing” and/or different to ourselves works against the arousal 
of empathy.
Issues of choice and PCP for individuals with learning disabilities have been 
identified as important in the support they receive (O’Brien, 1994; Our Health, Our 
Care, Our Say, 2006; Smythe & Bell, 2006; Tyne, 1982; Valuing People, 2001;
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Valuing People Now, 2009). Choice has also been highlighted as an important 
factor in quality of life (Severinsson & Hummelvoll, 2004; Smythe & Bell, 2006) 
and it has been suggested that choice-making is not fostered when activities are 
planned by staff with few alternative options offered (Kishi et al., 1988). Rule 
bound behaviours and the strict use of rigid routines could be viewed as restricting 
an individual’s choice which is likely to have a negative impact on their quality of 
life.
It appears therefore that rules within organisations may have some functions for 
staff teams and services in guiding actions and expectations. This study however is 
interested in rule bound behaviours. These have been reported as widespread in 
learning disability settings despite moves to community care. The literature 
reviewed also suggests that rule bound behaviour and rigid routines do not support 
choice and person-centred living or a good quality of life for people with learning 
disabilities. Staff actions and the impact of the quality and nature of the support 
they provide to people with learning disabilities have also been discussed. The 
questions that arise from this literature review are: what challenges might staff face 
in changing their practice to work in a non-rule bound way and what might enable 
them to achieve this?
1.7 Challenges for Staff in Changing to Work in a less Rule Bound Way
The goal for staff in changing to work in a more flexible and less rule bound way 
can be understood as an example of implementing new directives that have an 
impact on their working practice. This is similar to the wider issue of staff 
changing to work in community settings and can be understood as part of the PCP 
approach to support in learning disability settings and the move to community 
living {Valuing People, 2001). Research has investigated the process of changing 
to work in community settings and the impact of this change on staff.
Allen et al. (1990) completed research with staff (mainly nurses and a few 
“therapists”) in a long-stay hospital and a local authority staffed housing service to 
explore their experiences of working with people with learning disabilities in the 
two settings. Half of the staff working in the community had previously been 
employed in long stay hospitals and therefore could be said to have experienced the 
transition from institutional to community based practice. Allen et al. (1990) 
reported that staff in the community sites as a whole experienced a number of
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challenges in their work; however sources of stress were different to those for staff 
working in the hospital. Staff in the community settings noted a large quantity of 
work, pressure from management, sleeplessness due to shift patterns, role 
ambiguity, autonomy and frustration about uncertainty in their professional role as 
sources of stress. In contrast staff in hospitals reported behaviour problems of 
residents, staff shortages and uncertainty about closure as sources of stress. The ex­
hospital staff working in the community when, compared to community based staff 
with no experience of working in hospital settings, reported greater amounts of role 
ambiguity and role conflict.
Allen et ah (1990) highlighted the challenge in supporting staff with the problem of 
role ambiguity and proposed that this could not be solved through simple job 
definition. They suggested that job definition would be counter-productive to 
client-led philosophies of care and could reproduce the institution like qualities of 
hospitals.
In examining the effects of deinstitutionalisation in an NHS Trust and charitable 
organisation Blumenthal et al. (1998) highlighted that changes in roles and 
responsibilities brought about by this process resulted in increased levels of stress 
and insecurity, burnout and absenteeism amongst residential nursing staff working 
with people with learning disabilities. The authors further discussed research 
relating to “burnout” (Maslach & Jackson, 1981) which has been defined as 
emotional exhaustion, depersonalisation and reduced personal accomplishment. 
The issue of depersonalisation is particularly salient to this research as it is defined 
as a lack of feeling and an impersonal response to service users which could 
increase the risk of non person-centred care characterised by the use of rules and 
routines. The model of “burnout” by Chemiss (1980) also considered 
organisational, personal and cultural factors and proposed that elements of 
organisational design affect experiences of role ambiguity and conflict which are 
significant sources of organisational stress and burnout.
The evidence reviewed suggests that staff may face challenges in changing their 
practice to work within the ethos of a community setting, with its emphasis on 
individualised care and non-rule bound ways of working. There are a number of 
theories for why this transition may be difficult and these will be considered below.
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1.8 The Challenge of Change
Thomdycraft & McCabe, (2008) in their discussion of the challenges for staff 
groups working in the caring profession highlighted the constant change occurring 
in the NHS. They proposed that this arises from incoherence in Government 
thinking over the long term aims, Values and purpose of the NHS. Also, to 
exacerbate matters further, general government anxiety over the future of the NHS 
percolates down to front line staff. Finally, change initiatives that are not properly 
paced or supported, can lead to further dysfunctionality.
Within the NHS it is extremely difficult to adopt a single model for change; indeed 
there is no single accepted definition of organisational change (Bamford & Daniel, 
2005). However it is proposed that there are two main approaches to change 
management: planned and emergent (Bumes, 2004). The planned approach views 
change as a process that moves through a series of pre-planned stages (Bamford & 
Daniel, 2005) and an example of this is Lewin’s (1951) three-step model. This 
model was a component of his planned approach to change which he proposed as a 
way of understanding change at group, organisational and societal levels. The 
model has three learning stages freezing -  clinging to what one knows, unfreezing, 
exploring ideas and approaches and refreezing, identifying and integrating values 
and skills with those previously held and currently desired. This model suggested 
that change is a group activity, as individual behavioural changes will not be 
sustained without group norms and routines also being transformed (Bumes, 2004). 
Whilst this model can be helpfully applied to understanding staff’s experience in 
replacing rule bound behaviours with more flexible working it has been criticised 
for not capturing the complex nature of today’s organisations (Mack et al., 1998). 
As previously discussed many employees often find themselves in a constant 
uncertain state and as such rarely reach the refreezing state.
Planned approaches have been criticised for being based upon the assumption that 
everyone within an organisation agrees to work in one direction without 
disagreement when, in reality within any group of individuals differences of 
opinion will always exist (Bamford & Forrester, 2003). They have also been 
criticised for their view that organisational change occurs in a stable environment 
(Burnes, 2004). Emergent theorists noted these limitations and proposed a view of 
change as a continuous, open-ended and unpredictable process of aligning and 
realigning an organisation with its environment (Bamford & Daniel, 2005). Bumes
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(2004) however highlighted serious questions about the coherence, validity and 
general applicability of emergent theories and suggested that proponents are more 
united in their stance against planned change than they are in agreeing an 
alternative.
More complex models of change have been put forward to capture the holistic 
nature of organisations and to counter some of the limitations of planned and 
emergent approaches to change (Bamford & Daniel, 2005). Of these are 
contingency theories, which are based on the premise that organisations are open 
systems whose internal operation and effectiveness is dependent on the situational 
variables they face, with the main ones being environmental, technological and size 
(Bumes, 2004).
In light of this brief review of theories of organisational change it appears that 
planned change approaches and models such as Lewin’s (1951) three-step model 
maybe helpful in understanding challenges that staff face in trying to become less 
rule bound. The influence of contingency models also highlighted the importance 
of considering the environment in any change process. Whilst it appears that the 
constant changing nature of the NHS means that true “refreezing” may not be 
possible, staff working in non rule bound ways could be said to have, at least 
partially achieved this state.
Coghlan & McAuliffe (2003) summarised the Lewin model as involving 
motivation to change, making the change and ensuring the change survives and 
works. Schein (1999) developed the work of Lewin and highlighted possible areas 
of resistance to change in this process. Schein (1999) proposed that in order to 
change individuals must accept and connect to information which is contrary to 
their current state of functioning (i.e. "disconfirmation’’) however this arouses a 
sense of anxiety which can block motivation to change. This anxiety can lead to 
resistance, paralysis and defensiveness to “disconfirmation” which result from 
feeling temporarily incompetent and fears of being punished or losing one’s 
identity.
In relation to the challenges of making change in organisations, research suggests 
that resistance to organisational change emanates from sources such as fear of the 
unknown, lack of information, fear of failure and lack of perceived benefits
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(Proctor & Doukakis, 2003). In relation to blocks to effecting change, Proctor & 
Doukakis (2003) highlighted factors such as lack of adequate resources, lack of 
commitment and motivation, resistance to change and perceived risk in 
implementing ideas.
Vakola & Nikolaou (2005) noted the way in which ongoing organisational change 
introduces a great deal of strain on both organisations and individuals which can 
increase the pressure and stress on employees. Vakola & Nikalaous’ (2005) 
research using self report questionnaires with nearly 300 employees from a range 
of backgrounds found that a range of occupational stressors were related to 
negative attitudes to change which can inhibit change processes. The strongest 
predictor was the lack of a socially supportive environment i.e. bad work 
relationships, while job insecurity was also identified as a possible obstacle to 
change. Other factors highlighted in their research as important in facilitating 
change included adequate training and effective communication of information to 
reduce fear and uncertainty and therefore resistance to change.
The change literature discussed above suggests that the process of staff adapting to 
work in less rule bound ways could be understood within the framework of a 
planned change model. There also appear to be a number of challenges to changing 
which can be understood in the context of this model and may be experienced by 
staff in their transition to less rule bound practice. In addition to models of change, 
theories of the functions of rule bound behaviours may also help to understand the 
challenges staff face in this transition and will be discussed below.
1.9 The Use of Rules and Routines offer Containment of Anxiety for Staff
The nature of direct work and the provision of care has historically been 
characterised as a stressful activity (Maslach & Jackson, 1981). More recently the 
context of working in staff teams in the NHS has been highlighted as provoking 
feelings of insecurity and being undervalued by management which can result in a 
diminished sense of professional identity (Thomdycraft & McCabe, 2008). In 
relation to working with people with learning disabilities, Mitchell (2000) explored 
the relationship between the history of people with learning disabilities and nursing 
staff working with them. He suggested that learning disability nurses are affected 
by the stigma associated with people with learning disabilities and as such are 
accorded less esteem and status than nurses working in other areas. Evidence
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examining the recent changes in learning disability services suggests that staff 
working in community homes with people with learning disabilities are at risk of 
experiencing high levels of stress, pressure and concern about role ambiguity 
(Allen et a l, 1990; Blumenthal, et a l,  1998; Emerson & Hatton, 1994).
In the context of this potentially stressful working environment research has 
suggested that rules can have a function of exercising control in bureaucracies 
(Walker & Niner, 2005) and even informal rules (particularly those originating 
from organisational culture) have been suggested to be influential in affecting 
performance (Brown 1995). Young (1999) reported that a lack of rules can cause 
anxiety for managers working in both public and private acute health care settings 
while Owen (2004) described staff being in “survival mode” when working in a 
setting without a manager. When working in “survival mode” Owen (2004) noted 
that staff reported feelings of stress, exhaustion, frustration, depression and anger 
and focused their activities on rule bound and routine tasks such as washing, 
dressing and feeding in order to manage these feelings.
The notion of anxiety and the challenges inherent in the role of staff working in 
institutional settings was examined by Isabel Menzies Lyth in her essays, in the 
1960s, on the containment of anxiety in institutions (Menzies-Lyth, 1988). She 
carried out research on stress experienced by the nursing profession in an acute 
general hospital and proposed that institutions functioned to contain anxiety for 
staff. Smith & Brown (1992) highlighted that her work and the experiences of 
anxiety are equally true for staff working with people with learning disabilities.
Menzies-Lyth (1988) contended that caring for people in a professional role 
arouses very strong and mixed feelings i.e. pity, compassion, anxiety, hatred, 
resentment (of patients arousing feelings) and envy of the care given to them. She 
further described that the individual and collective needs of staff to manage these 
feelings lead to the development of collective, socially structured defences which 
are apparent in the culture and working practices of the organisation. Smith & 
Brown (1992) reviewed Menzies-Lyth’s work and proposed four powerful needs 
which staff responded to with defensive practices, despite their best intentions. 
These included the need to: 1) avoid painful feelings, 2) diffuse responsibility for 
difficult decisions, 3) shield themselves from the intensity of demands on their time 
and energy and 4) evoke a familiar framework to gloss over the lack of true
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reciprocity in the paid caring relationship. In terms of the application of this theory 
to everyday staff practices, Menzies-Lyth (1988) and Smith & Brown (1992) 
highlighted a number of defence systems used by nurses to manage the high levels 
of anxiety they experience. These included attempts to eliminate the responsibility 
and anxiety about decision making likely to affect the welfare and treatment of 
patients through ritual task-performance i.e. using rule bound behaviours. Staff 
may also use rigid and inflexible patterns of care as a defence against demands for 
social interaction or emotional input with people with learning disabilities. Finally, 
Menzies-Lyth (1988) proposed that when social defences are being restructured i.e. 
change is occurring in institutional settings that anxiety is likely to be more intense. 
Therefore resistance to social change can be understood as staff unconsciously 
clinging to existing institutions because changes threaten their existing social 
defences against deep and intense anxieties. Smith & Brown (1992) similarly noted 
that if the regimes we are trying to replace i.e. institutionalised practices provide an 
important structure which contains the anxiety that the work creates, a change of 
location will not be enough to reform them.
Smith & Brown (1992) suggested that community settings do not provide an 
organisational structure that contains the anxiety aroused by caring for individuals 
perceived to be “different”. They cite the work of Wolfensberger (1983) who 
highlighted that people with disabilities have historically been defined (sometimes 
unconsciously) as menacing, sick, objects of dread, burdens of charity or pity and 
less than truly human and that this can often lead to individuals being perceived as 
“different” and “not like us”. This “othering” attitude has been associated more 
recently with an increased risk of abuse (White et al, 2003) and Smith & Brown 
(1992) proposed that this degree of psychological separation can also lead to abuse 
characteristic of institutions such as the daily restrictions of choices i.e. rule bound 
behaviours. Smith & Brown (1992) highlighted that this is true for staff working in 
community settings with people with learning disabilities and suggested that for 
this model of care to succeed the underlying functions of rigid working practices 
need to be addressed and understood in order to avoid their replication.
1.10 Fear of Litigation
Related to the concept of rules offering containment of anxiety and a way of 
managing work stressors and pressure is the anxiety about litigation experienced by
143
many staff working with people with learning disabilities in community settings. 
Smith & Brown (1992) reported a fear of individuals being “put at risk” as a reason 
staff gave for not wanting to move into the community while Malin & Wilmot 
(2000) suggested that the current culture of litigation has “killed” the desire of staff 
working with people with learning disabilities to take autonomous decisions and 
interpret policy for the specific situation of individuals. In relation to PCP, 
Cambridge & Carnaby (2005) reported that organisations often focus on protecting 
themselves from liability when planning care for people with learning disabilities. 
Jingree et al. (2006) examined power dynamics in verbal interactions between care 
staff and people with learning disabilities and found that carers faced a conflict 
between their roles of promoting individual decision making and their role of 
providing a duty of care.
1.11 Environmental and Resource Factors
The above review of contingency model variables highlighted the importance of 
the environment during staff transition. Other research has further emphasised the 
impact that environmental and resource restraints and pressures have on staff 
behaviours. White et al. (2003) stressed the importance of being aware of service 
cultures and environments when understanding causes/explanations of staff 
behaviours in relation to risk. In terms of cultural, environmental and contextual 
explanations for rule bound behaviour, research has found a number of factors that 
act as barriers to PCP approaches to care with people with learning disabilities i.e. 
those which may make rule bound behaviour more likely. Robertson et al. (2007) 
noted lack of trained facilitators, lack of time, staffing issues (i.e. shortages, high 
turnover) and lack of resources as barriers to PCP. Similarly, research has 
highlighted environmental barriers (i.e. short staffing and lack of transport) to 
choice and control for support staff working with people with learning disabilities 
(Jingree & Finlay, 2008). Owen’s (2004) study of women moving out of 
institutional care settings reported that whilst there were concerns about the limits 
of the changes achieved through the move to community support that the new 
physical environment did enable staff to work in less rule bound ways i.e. 
organising their work around individual women rather than the tasks to be done.
In addition to environmental factors, resources such as access to supervision may 
also have an impact on staffs change to less rule bound behaviour. Bradshaw 
(2000) reported that staff require support to ensure they focus on meeting the needs
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of residents rather than their own, while Severinsson & Hummelvoll (2001) found 
that nursing staff who attended supervision appeared to feel less bound to follow 
rules. Malin (2000) also highlighted the importance of supervision for nurses 
working more autonomously following moves to community settings.
1.12 Rationale for Study
The research discussed has highlighted that concerns exist around rule bound 
behaviours and their potentially negative impact on people with learning 
disabilities however there has been no recent research into this specific area. This is 
despite concerns raised about the care provided in community supported living 
settings and calls in the research for more investigation into these concerns.
Smith & Brown (1992) proposed that the underlying functions of rigid working 
practices needed to be addressed and understood in order to avoid their replication. 
Emerson & Hatton (1994) suggested that in order to address problems with staff 
stress and morale more attention needed to be paid to the structure and organisation 
of services for people with learning disabilities. More recently, Forrester-Jones et 
al. (2002) stressed the need for further monitoring and enhancement of staff 
attitudes and behaviour in community settings and Owen (2004) highlighted that 
there are still gaps in what is known about the process of deinstitutionalisation. The 
Healthcare Commission Report (2007) concluded that staff interviewed in their 
investigations often seemed unaware that their actions constituted institutionalised 
abuse, suggesting that further research into staff understanding of their actions is 
vital. Finally, Barr (2007) in his editorial for a special addition of the Journal of 
Intellectual Disabilities, in response to recent reports into services for people with 
learning disabilities proposed a number of important points for future research in 
relation to staff. Barr (2007) noted the need to consider staff perceptions and 
confidence as well as their knowledge and skills and also to develop frameworks to 
recognise the abilities and needs of staff.
It appears therefore that there is a gap in the literature and a need for investigation 
into staffs’ experiences and understanding of rule bound behaviour.
The limited nature of research into this area of staff behaviour means that it would 
be difficult to isolate particular variables as required by quantitative methodology. 
This coupled with the desire to gain an understanding of the meaning making staff
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have of using rule bound behaviours and the possible change in their use of these 
resulted in choosing a qualitative methodology. This approach was considered the 
most appropriate as it focuses on the experiences of individuals from their point of 
view.
1.13 Research Aims
This study aims to explore staffs’ understanding of rule bound behaviours in two 
residential homes for people with learning disabilities. It is also interested in any 
changes staff may have experienced in their use of rule bound behaviours.
1.14 Research Question
The study was designed to explore the following broad research question:
What are staffs’ understanding of rule bound behaviours in their work with people 
with learning disabilities?
146
2 METHOD
2.1 Design
This study used a cross-sectional survey design to explore participants’ experiences 
and understandings of rule bound behaviours.
2.2 Method of Data Elicitation
2.2.1 Qualitative Methodology
A qualitative approach was chosen for this study as the research was interested in 
staffs’ meaning making and individual understanding of the use of rule bound 
behaviours in the support they provided to people with learning disabilities.
The aim of qualitative research is to comprehend and represent the actions and 
experiences of people in context-specific settings (Elliot et ah, 1999). Qualitative, 
like quantitative, approaches are empirical as they involve the collection, analysis 
and interpretation of observations or data (Ponterotto, 2005). The main difference 
between qualitative and quantitative approaches is the ontological positions they 
adopt. Ponterotto (2005) stated that the qualitative approach holds a constructivist- 
interpretivist view that reality is subjective and influenced by an individual’s 
experience, perceptions and environment and interaction with the researcher, 
whereas quantitative approaches believe that there is a true reality which can be 
apprehended and measured (even if imperfectly). Qualitative approaches are 
grounded in a different epistemology to quantitative approaches in that they are 
committed to understanding subjective experiences and actions which are 
embedded in real-life contexts (Marecek 2003).
Common to all qualitative methodologies is the central purpose of contributing to a 
process of enrichment and modification of understanding rather than the 
verification of earlier theories or hypotheses (Elliot et ah, 1999). Additionally, 
Silverman (2006) noted that the strength of qualitative research is its ability to 
study phenomena not accessible through quantitative approaches.
A qualitative approach is also deemed appropriate for this research as it has been 
used in studies exploring staffs’ conceptualisations of their relationships with 
clients with learning disabilities (Clegg et a l, 1996). It has also been highlighted as 
a methodology well suited to capture the complexity and subtlety of staff beliefs
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which is not possible using pre-defined response categories (Whittington & Bums 
2005). As there has been little research directly into the area of rule bound 
behaviours and staff perceptions of the experiences of such behaviours, this study 
was not intended to test previous theories and hypotheses but rather to be 
exploratory. As such a qualitative approach was viewed as most appropriate for 
this research.
2.2.2 Rationale and Theoretical Explanation for Interpretative 
Phenomenological Analysis (IPA)
IPA is a form of qualitative methodology which aims to explore in detail the 
participant’s view of a topic under investigation (Smith et al., 1999). IPA takes a 
phenomenological stance (Smith 1996) in that it is concerned with a participant’s 
personal account of an event or object rather than the production of an objective 
statement about an event or object. IPA also holds a symbolic interactionist stance 
in that it recognises that the research exercise is dynamic and that whilst the 
researcher is attempting to get close to an individual’s personal world this is 
complicated by the researcher’s own conceptions which are needed in order to 
make sense of the participant’s personal world through the process of interpretative 
activity (Smith et a l, 1999). Thus IPA involves a two-stage interpretation/double 
hermeneutic; participants are trying to make sense of their world whilst the 
researcher is trying to make sense of the participants making sense of their world 
(Smith & Osborn, 2003). The active participation of the researcher is considered a 
prerequisite in IPA (Shaw, 2001) and although the approach assumes that 
individuals hold stable beliefs and cognitions that can be readily accessed by 
interview (Dallos & Vetere, 2005) the researcher is involved in the process of 
interpreting the interview data
IPA views individuals as cognitive, linguistic and affective beings and therefore 
assumes a chain of connection between their talk and their thinking and emotional 
state (Smith & Osborn, 2003). Whilst IPA researchers accept that this link can be 
complicated by issues such as self-disclosure and struggles to express thoughts and 
feelings, it is described as having cognition as a central analytic concern (Smith & 
Osborn, 2003). It is this central cognitive analytic concern that distinguishes IPA 
from other qualitative approaches such as discourse analysis (DA); Chapman & 
Smith (2002) highlight that whilst IPA is concerned with understanding what a 
participant thinks or believes about a topic, proponents of DA are sceptical of the
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possibility of mapping verbal reports onto underlying cognitions and attempt 
instead to understand the tasks being performed by verbal statements, how this is 
achieved and the resources drawn upon in these tasks.
Smith & Eatough (2007) propose that IPA is well suited to exploring topics within 
social, health and clinical psychology where the aim is to explore how people 
perceive and understand significant events in their lives. In terms of participants, 
Fade (2004) further proposes that IPA is appropriate for carrying out research with 
healthcare professionals.
IPA was therefore chosen to explore care staffs’ understanding and meaning 
making of rule bound behaviours as it assumes a connection between their talk and 
their beliefs about a topic, it is well suited to exploring how individuals understand 
events in their lives and is appropriate for research with healthcare professionals. 
Furthermore, the aim of this study was to explore participants’ meaning making of 
a relatively unstudied area of interest and investigate phenomena from a new 
perspective by learning from people who are experiencing it. As such the data-
driven method of IPA was selected over theory-driven approaches such as
Grounded Theory in which the purpose and emphasis is on the development of a 
theory (Sidani & Sechrest, 1996).
2.3 Sample and Criteria
The two residential homes in this study were located within 500 metres of each 
other on the grounds of an old long-stay hospital for people with learning 
disabilities. There were eight to nine residents living in the homes with 10-15 
regular members of staff in each. The staff team met for daily handover meetings.
The criteria for participation for the study included
• Currently working in a residential home for people with learning 
disabilities
• Being over 18 years of age
• Having an adequate level of English language abilities to meet the
demands of the study i.e. reading, writing and discussing experiences.
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Staff working at two residential homes for individuals with learning disabilities 
(described by the service manager as “mild to moderate”) and who met the criteria 
for participation were invited to take part in the study. The researcher attended 
team meetings to explain the research and hand out information sheets9. The home 
managers also passed these information sheets to members of staff unable to attend 
the team meetings.
In total 17 members of staff were directly invited to participate and all staff 
working in the two homes were given information sheets.
2.4 Sample Size
Seven care staff were recruited for this study; two males and five females (See 
Table 1). The age range of participants was 46-53 years and the range of years of 
experience of working with people with learning disabilities was 24-28 years.
As recommended when using IPA a purposive sampling approach was taken 
(Smith & Osborne, 2008) to find a fairly homogenous sample for whom the 
research was significant. The idiographic mode of enquiry of IPA also recommends 
smaller sample sizes and a commitment to a detailed interpretative account of the 
cases included rather than producing generalisations (Smith & Osborn, 2008). 
Smith et al. (1999) highlighted that as the limit of our mental capacity to hold 
complex ideas in mind at once is about 7 (+ or -  2) a smaller sample size enables 
the researcher to stay within the limits of what they can usefully make sense of. 
Similarly, Smith & Eatough (2007) proposed that 6-8 participants is an appropriate 
number for IPA studies as it provides enough cases for an analysis of similarities 
and differences between cases with less risk of the researcher being overwhelmed 
by the amount of data to be analysed.
9 See Appendix 1
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2.5 Materials
2.5.1 Semi structured interviews
Smith & Osborn (2003) suggested that the aim of IPA is to explore flexibly and in 
detail an area of concern and recommended the use of semi structured interviews in 
this pursuit. Semi structured interviews have the qualities of enabling an 
establishment of rapport, the freedom to probe interesting areas that arise, 
flexibility to follow respondents’ interests and provide respondents with the 
maximum opportunity to tell their own story (Smith & Osborn, 2003).
2.5.2 Development o f the Interview Schedule
Discussions were undertaken with the researcher’s field and academic supervisors 
both of whom had experience of working with care staff in learning disability 
settings including during the closure of institutions and the move to community 
care. Information from focus groups with therapists and service users discussing 
the use of rules and rule bound behaviour with individuals with learning disabilities 
was conducted by the researcher’s field supervisor. This was also considered and 
discussed with both supervisors. These discussions enabled the identification of 
issues of potential pertinence to participants which were then used to develop a set 
of open-ended questions and prompts, which it was hoped would be covered in the 
interview (Smith & Osborn, 2003). These were then discussed with a member of 
staff working in a residential home for individuals with learning disabilities to gain 
feedback on the accessibility and clarity of the questions. Some amendments were 
made in light of feedback from this discussion.
The interview schedule10 was sequenced in a logical and sensitive manner and 
started with broader questions to help participants feel at ease with the process and 
to ensure that individuals were not led by the questions asked but were able to talk 
freely. As such the interview schedule was used as a guide rather than dictating 
what was discussed with participants (Smith & Osborn, 2003).
The main issues explored included:
• Experience of working with individuals with learning disabilities
• A “typical” day in the residential home
• Decisions about how work is managed and opinions about these
10 See Appendix 2
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• Use of and opinions about rules and routines and other structures used
• Reasons for rules and routines if used
• Rewards and challenges in work
2.6 Procedure
The semi structured interviews were conducted at the residential homes where the 
participants worked, in a private room where there was little risk of interruptions. 
Before the interview, participants signed a consent form11 and completed a 
demographic sheet12. At the end of the interview participants were given a debrief 
sheet13. Interviews lasted between 45 and 75 minutes and were recorded and then 
transcribed. All interviews were anonymised.
Throughout the process of conducting the interviews the researcher met regularly 
with the academic supervisor to discuss both the process and content of the 
interviews. The first interview conducted was used as an “initial interview” to 
examine the usefulness of the interview schedule. This has been highlighted as an 
important process in the development of the interview schedule when using IPA as 
it allows for the fine-tuning of the schedule (Hale et ah, 2007). The transcript of 
this interview was read thoroughly and discussed with the academic supervisor. At 
this meeting it was noted that more probes and prompts were needed to expand 
points made by participants and that while the early questions took some time they 
were very useful for establishing rapport and revealed some interesting 
information. Overall it was decided that no changes were needed to the interview 
schedule and as such this first interview was included in the analysis.
As well as regular supervision meetings the researcher also attended monthly 
qualitative research meetings facilitated by an experienced member of research 
staff at the university. At these meetings issues such as the rationale for analysis 
approaches and challenges experienced as part of the research process were 
discussed. The researcher also set up a University of Surrey South London IPA 
group where transcripts and emerging themes were regularly read and discussed.
11 See Appendix 3
12 See Appendix 4
13 See Appendix 5
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2.6.1 Ethical Considerations
Ethical approval was gained from the local National Research Ethics Service14, 
from the University of Surrey Ethics Committee15 and also from Surrey and 
Borders Partnership Ethics R&D Steering Group16.
Participants were informed of their right to withdraw from the study at any time 
and details of the study were clearly explained in the participant information and 
consent sheets. Participants were also informed of the circumstances under which 
confidentiality would need to be discussed and possibly broken i.e. if they 
disclosed practices which were thought to be abusive.
It was considered that completing the interview may have had an emotional impact 
on participants as they reflected on their work and so the researcher was available 
after the interview if participants wished to discuss any issues that may have 
caused distress and ask any questions they had about the research. Participants 
were also given a debrief sheet17 with the researcher’s contact details and 
information about how to receive feedback about the research.
2.7 Analysis
While there is no prescriptive approach to IPA (Smith & Eatough, 2007), 
guidelines developed by Smith & Osborn (2003) were followed in the analysis of 
the data. An ideographic approach to analysis (Smith et ah, 1999) was adopted 
whereby analysis began with looking in detail at the transcript of an individual 
interview before incorporating others. Analysis followed a series of steps described 
below
1. I noted my initial thoughts and reflections during the transcription of 
interviews; Hale et al. (2007) suggest that it is important to make “field 
notes’’ of your overall impression of the interview and anything that is 
particularly noteworthy.
2. I then read and re-read the first interview several times and noted anything 
interesting or significant about what the participant was saying in the left 
hand margin.
14 See Appendix 6
15 See Appendix 7
16 See Appendix 8
17 See Appendix 5
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3. Emerging themes were noted in the right hand margin, these were key 
words which captured the essence of what was being said in the text18 
(Smith & Osborn, 2003).
4. These emerging themes were listed on a separate piece of paper and 
connections between themes were identified so themes that clustered 
together could be regarded as superordinate concepts. It was important at 
this stage to maintain a close integrity with the text as well as draw on my 
own interpretative resources.
5. A table of superordinate themes was then developed which captured most 
strongly the participant’s concerns and views. I also noted sub-themes 
associated with the superordinate themes at this time as well as line 
numbers to ensure that themes were reflective of the participant’s 
responses and not subject to any of my biases.
6. The process was started anew with the second interview and steps 1-5 were 
completed. I produced a second list of superordinate themes which resulted 
in a consolidated list of superordinate themes from the first two interviews. 
I re-read the transcripts again to ensure that these themes were a valid 
representation of the participants’ accounts.
7. The consolidated list of superordinate themes from the first two interviews 
was used to analyse the rest of the interviews. This involved looking for 
more instances of the themes already identified whilst staying open to 
identify new ones that arose.
8. At the end of this process a final list of superordinate themes with sub 
ordinate themes was developed. The themes chosen to focus on in the 
research were decided upon according to the richness of the passages 
which highlighted the themes as well as how the theme helped to 
illuminate other aspects of participants’ responses (Smith & Osborne, 
2003).
The criteria traditionally used to evaluate quantitative research are not 
meaningfully applicable to qualitative research (Willig, 2001) and as such a 
number of researchers have attempted to identify criteria for judging the quality of 
good qualitative research to ensure that it is methodologically rigorous (Elliot et 
oZ.,1999). Guidelines by Elliot et al. (1999) highlighting important considerations 
when conducting qualitative research were followed in this research. These were
18 See Appendix 9 for example transcript illustrating process of analysis
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considered appropriate for this study as they locate themselves in a 
phenomenological-hermeneutic tradition which corresponds to the approach 
adopted in IPA. Elliot at al. (1999) proposed seven distinct guidelines for 
qualitative research which were incorporated and addressed throughout the course 
of the research. These included situating the sample i.e. providing basic descriptive 
data about participants in the method section and grounding in examples, i.e. 
illustrating examples of themes with quotes and examples in the Results section to 
allow the reader to examine the fit between participants’ responses and the 
researcher’s understanding. The researcher also aimed to achieve a high level of 
coherence and resonance for the reader in all sections of the research but especially 
in the analysis. The issue of generalisability/specifwity of the research in terms of 
its research tasks was addressed in the Discussion. Elliot et al. (1999) also 
recommended credibility checks and owning one’s perspective.
2.8 Credibility Checks
Elliot et a l (1999) suggested a number of methods for checking the credibility of 
their themes or accounts;
2.8.1 Checking Understanding with Original Informants or Others Similar to 
them
A feedback questionnaire19 with the initial superordinate themes was created 
during the process of analysis for participants to complete. The home managers 
were also contacted for permission for all staff who had taken part in the research 
to be sent the questionnaire. This was given and the questionnaire was distributed. 
One participant chose to return the questionnaire and stated that they agreed with 
the themes presented. Face to face feedback was not sought as it was thought that 
the anonymity of a questionnaire would enable participants to feel safer to give 
their true opinions.
2.8.2 Using Multiple Qualitative Analysts for a “Verification Step”
I met regularly with my university supervisor who had extensive knowledge and 
experience in the field of learning disabilities. My supervisor read each of the 
transcripts and noted her initial thoughts and reflections independently. We then 
discussed the emerging themes and development of the table of superordinate
19 See Appendix 10
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themes at all times referring to the transcripts to ensure that the development of the 
themes was grounded in the data.
During the analysis section of the research I sought advice and feedback from a 
senior lecturer in psychology at the university with experience of conducting 
qualitative research in the field of learning disabilities. He gave me advice about 
the themes I had developed and we spent time discussing the process of analysis 
and my interpretations of the data.
2.8.3 Comparing two or more Varied Qualitative Perspectives 
I regularly attended the University of Surrey, South London IPA group meetings. 
We read each other’s transcripts and discussed emerging themes. These discussions 
enabled me to be aware of any biases I had in my reading and interpretation of the 
transcripts and ensure that the themes I developed accurately reflected and fitted 
with participants’ responses.
2.9 Reflections on the Researcher’s Perspective
Qualitative researchers must acknowledge their subjectivity in order to reflect on 
how their stance on a subject can affect the research process (Marecek, 2003). IPA 
recognises that research is a dynamic process in which access to participants’ 
meaning making is complicated by the researcher’s own conceptions (Smith & 
Osborn, 2003) but also that these conceptions are necessary for making sense of 
individuals’ experiences. Elliot et al. (1999) recommended that qualitative 
researchers disclose their own assumptions and values to allow readers to interpret 
their analysis and in doing so consider possible alternate interpretations.
I have never worked in a residential home for individuals with learning disabilities 
and have no family members or friends who work in these settings as care staff. As 
such my contact with staff working with people with learning disabilities has been 
professionally, through the course of assistant psychology posts and placements 
whilst undertaking my clinical psychology training.
My first experiences with staff working with people with learning disabilities 
occurred around four years ago when I was an assistant psychologist on a 
challenging behaviour team. I was aware of my emotional reaction to the 
limitations and areas of weakness I perceived in the care and support offered by
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staff and felt frustrated, angry and annoyed with what I believed to be their 
ignorance.
Over the course of my later assistant psychology posts and clinical psychology 
training I think that my reactions and understanding of staff working in residential 
homes have changed. I worked closely with nurses who had experience of working 
in long stay institutions and talked at length with them about their perceptions of 
their work and the changes they experienced. Throughout the course of training I 
also become interested in psychodynamic approaches to understanding staff team 
dynamics and relationships and in particular the role of the unconscious at work. 
This made me consider the functions of staff members’ behaviours and I hoped 
would enable me to take a more curious and non-judgemental rather than blaming 
approach to the research .The experience of working with multi-disciplinary and 
multi-cultural teams on placements and reflecting on these experiences in 
supervision also made me mindful of issues of power, authority and decision 
making processes in staff teams. In particular it highlighted to me the importance 
of the potential dilemmas and challenges of mixed team working as highlighted by 
Mason & Sawyer (2002) and the possibility that my professional role and white 
British ethnicity could result in me being regarded as a more powerful individual in 
the eyes of participants: a difference that could have implications for the interview 
process.
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3 RESULTS
3.1 Overview of the Themes
The interviews produced a rich wealth of data which were summarised into three 
superordinate themes, see Table 2. Participants spoke about their first experiences 
of caring for people with learning disabilities in large institutions, of the “old 
ways” of working. They contrasted the positives and negatives of these with the 
requirements of the roles they were performing now in supporting people with 
learning disabilities, particularly in relation to issues of rules, accountability and 
responsibility.
Participants’ interviews were dominated by discussion of the changes they had 
experienced during their working lives. Participants talked about the positives of 
these changes as well as the challenges they, and the people they worked with, had 
encountered. Factors that facilitated or hindered the changes were also described.
This results section will describe the three main themes that emerged from 
participants’ accounts. These themes encapsulate participants’ experience of rules 
and routines in the work place including how these have changed over time. These 
themes will also each be discussed in relation to the existing literature. This is to 
provide a contextualised view of the results for the reader and enable greater clarity 
of understanding of each theme.
Table 2 - Summary of themes
Superordinate Theme Sub Theme
“Old ways” of working “The job security was always there” 
“There was no dignity”
“You wouldn’t even dare question”
Current working “The rules are there to be followed”
“Rules are there to guide you” 
“Everybody’s responsible for their own 
actions”
Experience of change in rules “All of us have had to change” 
“They don’t want to move on” 
“Now you got ample time” 
“We’ve been working as a team”
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3.2 Superordinate Theme 1: “Old ways” of Working
Participants referred to the “old ways” of working to mean when they first started 
working with people with learning disabilities. As a result, they were describing 
their early experiences of working in large, long stay hospitals in the early 1980s. 
The emphasis of the importance of these “old ways” varied between participants. 
Some referred frequently to their early experiences and contrasted these with the 
work they did now, while others merely mentioned their early experiences in the 
context of how they came to work with this client group. Participants talked about 
both the positives and negatives they associated with the “old ways” of working. 
Throughout their discussions there was a strong sense of the strictness and 
authority which characterised their working at this time. This superordinate theme 
sets the scene for the two later superordinate themes relating to participants’ 
current experiences of working with people with learning disabilities and the 
changes they have experienced in relation to their use of rules in this work. Three 
sub themes were identified:
3.2.1 “The job security was always there”
Participants discussed positives they associated with the “old ways” of working. 
These positives related to them as members of staff rather than for people with 
learning disabilities and referred to a strong sense of security and cohesion 
characterising the “old ways”. Participants described the “old ways” of working as 
providing safety and containment as well as a vibrant atmosphere with a sense of 
community and togetherness.
“It was a bustling place...and you had people coming from home for respite care 
for the weekend. There was the fountain school; there was lots o f activities, radio 
lollipop. And I  guess as a young girl at the time all that appealed as well that was 
all part and parcel because it was almost like a little village in away and it was all 
quite secure. The security as well the job security was always there ” (Charlene).
Whilst participants perceived positive aspects of the “old ways” of working they 
also referred to negatives from this time.
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3.2.2 “There was no dignity”
Participants discussed the emotional impact of working with people with learning 
disabilities and the shock, fear and anxiety they experienced on their first contact 
with residents of the long stay hospitals.
“You know seeing somebody that’s got like learning disabilities...!was absolutely 
shocked... very nervous and very uncomfortable” (Bill).
This strong reaction also continued in their current work and there was a sense of 
fear and anxiety towards people with learning disabilities. Charlene expressed this 
fear in her description of a new person moving to the home where she worked.
“There was one guy... the staff were thinking oh my god i t ’s like Hannibal Lector, 
everybody was afraid”.
Charlene’s use of a fictional character famed for killing, torturing and eating his 
victims as the analogy used by staff highlighted the fear experienced by individuals 
in their work with people with learning disabilities.
In the context of the strong emotional reactions evoked by the work, participants 
also discussed negatives of the care provided to people with learning disabilities in 
the “old ways” of working. Participants described this care as characterised by 
rules and routines, a lack of choices and very basic, with just minimal interaction 
with residents. There was a strong sense of a lack of dignity and depersonalisation 
of people with learning disabilities, as described by Andrew in his description of 
the care provided.
“There was no respect; there was no dignity, there was nothing”.
This routine and rule based work was also perceived as negative for the staff. 
Participants described their work as being hectic and hard work but also 
monotonous. Participants’ descriptions suggested a lack of dignity for them as staff 
within a working environment that was very structured with no flexibility or 
individuality. Andrew’s description captured this negative aspect of the “old ways” 
of working.
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“29 yetifra ago it was more or less routine. You just go in more or less the same 
thing everyday”.
3.2.3 “You wouldn’t even dare question”
Participants discussed a lack of autonomy in their work in the “old ways” with a 
sense that everything was tightly structured and routine with a lack of choice for 
staff in how they organised their time.
“before it was very regimental very structured... whatever it was you were doing, 
you know everything was set to time ” (Charlene)
This lack of autonomy related to a strong sense of the authority and strictness in the 
“old ways” of working. This was perceived by most participants as a negative with 
a fear of the consequences of not following the rules and the regimental structure 
imposed on staff by an unquestionable authority. This was described by Linda in 
her discussion of the consequences of daring to question the rules, which she 
described would result in dire consequences from an unforgiving authority.
“You wouldn’t even dare...question, the people that did dare question you never 
saw them again ”.
Whilst most participants described the negatives of a lack of autonomy some 
participants described valuing the authority in the “old ways” of working. 
Participants valued the clarity that came with authority in terms of what was 
expected of them and knowing their place within the organisation. Charlene 
contrasted this sense of containment perceived in the “old ways” with her current 
working where it appeared she had lost the boundaries and knowledge of what was 
and wasn’t acceptable.
“You know back in the day it was that you couldn ’t cross that line and now it’s a 
different thing...I think at the time people felt, even myself included fe lt that there 
was a benefit”.
Participants discussed strong emotional reactions to the individuals they cared for 
when they first started working in the long stay hospitals and to the stressful 
environment characterised by noise and hectic action. Menzies-Lyth (1988)
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proposed that staff managed these feelings associated with their work in these 
settings through the use of collective and socially structured defences which were 
in part characterised by rigid and inflexible patterns of care. These patterns were 
reflected in participants’ descriptions of their work as basic and routine with 
minimum interaction and are characteristic of Goffman’s (1961) concept of the 
“total institution”.
The sense of authority and strictness characterising work in the “old ways” also 
reflects Menzies-Lyth (1988) concept of the whole system adopting defences in an 
attempt to contain anxieties. This was described by Owen (2004) in her study of 
staff moving to community settings from a long stay hospital. Owen (2004) 
reported staff being “punished for bad behaviour” and following rules through fear 
of spot checks. Participants in this study described an ethos in the “old ways” 
where they deferred responsibility for decisions to authority figures such as the 
ward sister through fear and therefore defended themselves against the difficult 
decisions and emotional anxiety related to their work. Indeed, participants 
discussed this very sense of containment in the “old ways” of working in their 
comments about valuing the authority of the “old ways” which enabled them to 
know “where they stood”. In discussing the positives of the “old ways” participants 
also discussed the “security” and importance of relationships with other members 
of staff which could also be understood as reflecting strategies to manage anxiety.
The “old ways” of working described by participants could therefore be seen as a 
system wherein anxieties aroused in staff through the experience of their work with 
people with learning disabilities were contained and managed through defences 
such as rule bound behaviours.
3.3. Superordinate Theme 2: Current Working
Participants’ comments about the “old ways” of working led on to their perceptions 
of their current experiences of working with people with learning disabilities. 
Participants described their perceptions of rules as coming from a higher authority 
but having some flexibility in how they interpreted them. Rules were understood as 
important in guiding staffs’ actions and preventing negative consequences and 
participants focused on the rules for them rather than for people with learning 
disabilities. There was also an expectation of staff to take individual responsibility 
and be accountable for their actions.
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3.3.1 “The rules are there to be followed”
Participants’ discussions about their perceptions of “rules” often arose in the 
context of conversations around their daily activities and how these were 
organised. Participants commented on the similarity between rules and policies and 
procedures and there was also a view that policies and procedures were the new 
“rules”20.
“I  look at the rules like policies and procedures that we have ” (Charlene).
There was a shared perception among participants that these rules came from a 
higher authority, identified as the NHS Trust and national standards; “we answer to 
CSCI, we answer to [trust name] NHS trust, they lay down rules ” (Laura). There 
was some contrast in the source of rules from the “old ways” of working when 
rules were perceived as emanating from individuals with power on the wards “the 
ward sister she was the ruler...what they said went” (Charlene). While there 
appeared to be a change in participants’ perceptions of the sources of rules there 
was still a sense that rules came from a higher authority that was more important 
than them and therefore had to be followed. The impact of this was a sense of 
disempowerment amongst most participants with a strong ethos that all staff had to 
adhere to the rules from these higher authorities.
“The rules are there to be followed; right i f  i t ’s a rule that’s been laid down it 
should be followed accordingly by eveiybody” (Andrew).
Whilst this sense of disempowerment characterised the current experiences for 
most staff, there was a perception amongst participants that they were now able to 
offer more choice to people with learning disabilities. Participants valued this 
change in the rules and stressed the importance for the people with learning 
disabilities they supported in having choice. Participants felt that this choice was 
enabled through having some flexibility with the rules in relation to the support 
they offered, an increased autonomy in their working and a sense that the routine 
nature characterising the “old ways” of working had gone.
20 For clarity and ease of reading the term rules will be used throughout the rest o f this 
section to refer to both rules and policies and procedures unless this is stated otherwise. The 
word rules at times reflects my understanding of behaviours and was not always the word 
participants used.
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“// doesn ’t mean like in the old days rules...it’s their choice” (Linda).
In some contrast to this concept of choice however, was a perception that it was not 
always possible to be flexible with the rules and give people with learning 
disabilities choice. Participants highlighted external constraints which governed 
their daily activities relating to the need, especially during the week, for residents 
to be out of the house for activities at a certain time. There was a perception 
amongst participants that these external constraints i.e. rules that residents had to 
be at day centres “on time” took priority to the support offered. Tracey’s 
description of her morning routine suggests a pressure on staff to meet deadlines in 
their tasks and keep to timings set by others.
“Tow get here and by the time yo u ’ve bathed, given breakfast, i t ’s after 9 and they 
have to be out”.
Participants’ discussions of their perceptions of rules and their impact on daily 
activities led on to conversations about the functions of rules and the important role 
participants thought these had in guiding their actions.
3.3.2 “Rules are there to guide you”
Participants all discussed the role of rules in helping them to organise and 
coordinate their time, enable team working and to know exactly what they should 
be doing, “rules are there to guide you” (Laura). Related to this idea that rules 
were important in guiding action was a sense that a lack of rules would mean a 
lowering in the standards of care provided and a concern that people with learning 
disabilities would be at risk without rules.
“You have to abide by rules you know... make sure that you ’re keeping them safe 
really” (Linda).
There was also a fear that a lack of rules would have negative consequences for 
staff behaviour. Participants perceived rules as important in preventing “chaos ” 
(Laura) and in relation to the function of guiding actions, there was a sense that 
without rules there would be a lack of direction. Bill very clearly stressed the need 
for rules in his understanding of their function in guiding staff actions.
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“You’ve got to have rules otherwise you wouldn 7 know whether you ’re coming or 
going”.
In their discussions about the functions of rules there was some contrast both 
between and within individual participants’ discussions. Some participants seemed 
overwhelmed by the sheer quantity of rules for staff, stressing there were “too 
many” (Tracey) and that it was impossible to remember all the rules that governed 
their work. Participants felt the number of rules in their work could “take over” 
(Laura) and there was a sense of a lack of control and disempowerment related to 
this. In contrast to this negative perception of the rules, some participants noted 
that rules had a function of provoking feelings of containment and wellbeing. This 
reflects the comments Charlene made in the value she placed in the security and 
containment of the “old ways” of working. Bill highlighted rules and their guiding 
function as important in enabling staff to feel positive as they knew what was 
happening at work.
“Everybody knows what eveiybody’s doing and the reason why they’re doing 
it...y  ou know what your colleagues are doing you know that everybody’s happy”.
3.3.3 “Everybody^ responsible fo r  their own actions”
Following on from the sense of importance in adhering to the rules and the function 
of rules in organising staff behaviour and preventing negative consequences was 
the strong theme of individual accountability and responsibility. Participants talked 
about an expectation, both of themselves and members of staff they managed, to be 
responsible for their work and themselves; “everybody has taken responsibility for  
themselves” (Charlene). In relation to their own work, participants discussed their 
responsibilities for meeting standards but also of feeling responsible for all aspects 
of their work. Bill’s emphasis of his responsibilities including more than “ju s t” the 
clients reflects the size of the task he feels he undertakes and the sense of duty and 
dependability he perceives in his role.
“You’re not just responsible for the clients, you’re responsible for the staff and 
you ’re responsible fo r  the building as well”.
This sense of responsibility was experienced with a corresponding sense of 
accountability and reflected participants’ perception of an increased autonomy in
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their current work. This contrasts with the “old ways” of working when there was a 
strong sense of a lack of autonomy and an unquestioning following of the “rules”. 
Linda’s use of the metaphor of cat and mouse below further highlighted the power 
differential in the strictness and fear of authority that characterised the “old ways” 
of working.
“7w the old days the people said the sister isn 7 here today, while the cat is away 
the mouse play but it's not like that now because everybody’s responsible for their 
own actions
The impact of this increased sense of autonomy led to participants feeling 
accountable to a range of sources including parents of residents, management and 
inspectors from the higher authorities discussed above. This accountability was 
associated with expectations of staff that they should know what they were doing 
and there being no excuse for ignorance of these expectations. Participants talked 
about the expectations they had of the staff they managed in relation to this; 
“they’ve got no excuse o f not knowing” (Jane). Participants also described an 
ethos of being constantly observed, scrutinised and monitored in their actions and a 
need to defend themselves against possible criticism and negative judgement.
“Everybody’s really under a little microscope here (Jane).
Jane's emphasis that “eveiybody” was under this observation suggested that no 
members of staff escaped this monitoring of their actions. This in some ways 
reflects the experiences of the “old ways” of working when staff felt observed by 
the ward sister. However participants perceived a contrast in their current working, 
having a sense of independence and individual accountability rather than to a ward 
sister who ruled the ward and held responsibility.
Participants’ experiences of “rules” in their current practice were often in the form 
of policies and procedures. The source of rules appeared to have changed, with a 
view that they came from a higher, wider authority rather than just one individual 
with power. In further contrast to the “old ways” of working there was also a 
change to more flexibility in “rules” in participants’ current working and more 
autonomy in their practice. This change in perceptions of rules reflects the drive in 
policy and government initiatives such as Valuing People (2001, 2009) to provide
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PCP and reduce institutionalised practice through more flexible working. 
Participants’ strong sense that rules have to be followed and the more “rule bound” 
practices governed by external constraints such as the timings of daily activities 
are, however, reflective of the literature highlighting concerns about community 
living in providing truly person-centred support (Emerson & Hatton, 1994; HSC, 
2006, 2007). The “rules” discussed by participants related mainly to rules for their 
practice rather than for people with learning disabilities however research has 
highlighted that staff behaviour has an important impact on the people they support 
(Raynes et a l, 1987; Robertson et a l, 2007; White et al., 2003). As such perceived 
changes in the “rules” for staff are likely to have an impact on the support they 
offer to people with learning disabilities.
In relation to the change literature, participants’ accounts suggested they might be 
in the unfreezing stage of Lewin’s (1951) three-stage model whereby individuals 
are motivated to change and are exploring ideas and approaches, in this study the 
new “rules” and ways of working. There may also be some element of the 
refreezing stage in participants’ work through their adoption of new, more flexible 
ways of working. However discussions about the use of what appear to be “rule 
bound” behaviours governed by external constraints suggest that old, rule bound 
behaviours have not been fully discarded.
With relation to the function of rules, participants’ perception that rules helped 
them to organise and direct their actions and prevent chaos and a lowering of 
standards is reflective of the containing function of rules in managing anxiety and 
strong emotions (Menzies-Lyth 1988; Young, 1999). The strong emotions 
associated with working with people with learning disabilities discussed in the 
previous theme were described as continuing in staffs’ current practice. Smith and 
Brown (1992) highlighted that the nature of community settings (i.e. responsibility, 
autonomy, lack of the structure and defences of institutions) do not provide the 
organisational structure to contain the anxiety aroused by and associated with these 
powerful feelings. The sense of individual accountability and a sense of being 
scrutinised which characterised participants’ perceptions of their current working 
conditions may also add to this anxiety.
Participants’ increased feeling of responsibility for their actions contrasted with the 
containment function of rules (Menzies-Lyth, 1988) previously discussed which
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provided a way of reducing the anxiety related to responsibility. Reflecting this 
shift in responsibility, Owen (2004) found that community homes had less 
hierarchy than institutions with front line staff being given more responsibility and 
opportunities to be autonomous and use their initiative. She described a number of 
positives associated with this such as staff working more flexibly and in a more 
person-centred way. In contrast to these positives however, Forrester-Jones et al. 
(2002) in their study of services 12 years after deinstitutionalisation noted that in 
the absence of clear management guidelines staff could be at risk of controlling and 
restricting behaviours of residents in order to make sense of their new community 
care roles. Participants’ perceptions of management are discussed in the next theme 
however it appeared that participants in this study perceived the positives of more 
autonomous working described by Owen (2004) but at times may have experienced 
some challenges posed by their increased autonomy.
The sense of individual accountability related to the increased responsibility further 
contrasted with the previous containment of the “old ways” of working. Research 
suggests that staff working with individuals with learning disabilities are fearful of 
litigation and reluctant to take autonomous decisions and interpret policies for 
specific situations or individuals (Malin & Wilmot, 2000). This fear can be 
understood as related to the individual accountability and responsibility perceived 
in participants’ current working and the sense that they were constantly under “the 
microscope” and being scrutinised and judged in their actions. This fear of 
litigation, sense of being monitored and removal of previous defences against 
anxiety (i.e. old rule bound behaviours) suggest that staff may be experiencing 
some anxiety in their current working. This is supported by the work of Allen et al. 
(1990) who found that ex-hospital staff moving to community care settings 
reported high levels of role ambiguity and role conflict associated with stress which 
could be understood as related in this study to participants’ perceptions of 
increased autonomy and responsibility in their changed roles and the new 
flexibility of the current rules.
Participants’ perception of the number of rules in their current work being 
overwhelming is supported by the pressures in quantity of work, pressure from 
management and stress experienced by staff moving from institutions to 
community care reported by Allen et al. (1990). This is relevant in light of the 
research by Blumenthal et al. (1998) suggesting that the changes in roles related to
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deinstitutionalisation were associated with higher levels of stress and burnout. 
There was some contrast in participants’ perceptions however and it was notable 
that some participants felt that the rules in their current work enabled them to feel 
happy and supported. For these participants, rules may perhaps still serve some of 
the containing functions that they used to in the “old ways” of working. It is 
interesting that participants tended to discuss rules for them rather than for people 
with learning disabilities in their interviews. It is possible that participants’ 
perceptions that the current rules were overwhelming may reflect a shift in focus 
from rules for people with learning disabilities to rules about expectations and 
accountability for staff. It is also possible that the flexible nature of the current 
rules may have reduced their containing function for these participants and so 
increased anxiety related to their work.
3.4 Superordinate Theme 3: Experience of Change in Rules
Participants’ discussions about their current work led to reflections on their 
experience of the change from the “old ways” of working in relation to their use of 
rules. This change was in adapting their practice to work more flexibly and reduce 
their use of rigid rules from the “old ways” of working21. Participants observed 
that change characterised their working lives. They noted a number of challenges 
and positives of changes in rules for them and for the people with learning 
disabilities with whom they worked.
3.4.1 “All o f us have had to change”
As well as talking about specific areas of change i.e. in rules and flexibility, change 
in general was an important characteristic of participants’ working lives. Change 
was perceived as something that was both inevitable and unavoidable and 
participants described an expectation that they should be prepared for and able to 
adapt to changes when they occurred. This expectation was also reflected in 
specific changes in rules and other institutional practices. Jane’s description of the 
changes and her emphasis on “a//” staff having to change echo her previous 
comments relating to everyone being under a microscope at work and a sense of 
the expectations of change for every member of staff in the residential home.
“All o f us have had to change... and I  mean I ’ve still got institutionalised practice... 
but...it’s been such a change for us all...how staff might have worked before and
21 This change will be referred to a change in “rules” from now on for ease of reading
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their attitudes have had to change...I think they’ve also had to look at their own 
practice and change
The changes experienced by participants were associated with a number of 
challenges.
3.4.2 “They don’t want to move on ”
In their discussions of the challenges participants frequently perceived that past 
experiences from the “old ways” caused staff to be “stuck in their ways” and 
reluctant to change. Participants often positioned these challenges within other staff 
rather than themselves, possibly reflecting the difficulty they had in owning and 
admitting to these challenges.
“Speaking from working with some o f them and observation they have come a long 
way but i t ’s not easy because some people...that’s what we used to do why change 
it now and you find  yourself explaining to them times are moving on this is the 21st 
century...you’ve got to adapt to changes...! don’t want to say ignorance but I  just 
think i t ’s just they don’t want to move on...they want to be stuck in that same 
corner all their lives and think ok that’s that job that’s like that ” (Laura).
Laura described her role in these observations as a knowledgeable individual 
supporting other, possibly ignorant, members of staff to change. Her description 
very much emphasised her position as “other” to these staff creating a distance 
between them.
In relation to reluctance to change, participants also perceived that changes in rules 
would result in work taking more time and involve extra paperwork and repetition; 
“it’s like having to do the same paperwork twice” (Andrew). Participants 
discussed a sense of injustice at the authorities for introducing changes for them 
when mistakes were perceived as happening to other services. In his description of 
this, Andrew expressed his frustration at changes which he viewed as unnecessary 
and introduced as a result of others “bad” practice. Again, like Laura, he distanced 
himself from this “bad” practice.
“The government you know they are always bringing out these new changes and 
plans...but sometimes ok maybe they had a bad experience somewhere else and
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that doesn’t mean that we are all in the same basket. There might be one bad apple 
somewhere but not every apple is
As well as this sense of frustration and disempowerment amongst participants 
around the changes there was also anxiety around what the changes in rules 
actually meant for them in terms of working practice. This sense of confusion and 
lack of clarity contrasted with the containment and security perceived by 
participants in the “old ways” of working. Participants also expressed concerns and 
fears about a lack of support from management in adapting to the new ways of 
working and the changes in the rules.
“This is not clear to us...where do you stand... la m  scared because am I  saying the 
right thing am I  doing the right thing...will management support you? ” (Laura).
3.4.3 “Now you got ample time”
From discussing the challenges of changes in rules, participants spoke about 
positives associated with the change. In contrast to their experience of challenges, 
participants owned these positives rather than locating them in others. Participants 
talked about a number of positives related to working more flexibly and being less 
rule bound. These centred mainly on the positives they experienced but participants 
also referred to there being many positives for people with learning disabilities. 
These included increased rights and choice in self care such as in bath times and 
meal choices. Participants appreciated the recognition from others such as parents 
and staff from other homes of these changes which also included residents being 
more independent within the home, forming better relationships with other 
residents and staff and accessing more community facilities.
Participants valued the positive impact more flexible working and less rule bound 
behaviour had in enabling them to build better relationships with people with 
learning disabilities. This led to a better working alliance with residents and was 
contrasted by participants to the “old ways” of working. Andrew stressed the value 
he placed on having the time to understand the people he worked with.
“You didn’t even have time to sit down to talk to any o f them...but now you got, 
now you got ample time you know to sit down and to take them out and to go out 
with them... to see what they are like you know ”.
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The impact of the changes in rules for participants also included staff feeling more 
relaxed and less pressured to get things done in a regimented way. Participants 
perceived that this had a positive impact on staff attitudes and encouraged them to 
work harder than they would have done prior to the changes.
“I t ’s more homely and more relaxed I  think you get more out o f people now than 
you ever did and I  think people are quite prepared to...go that extra mile” 
(Charlene).
This contrasted with some of the concerns discussed previously about the 
challenges of change in producing more work and being frustrating. Participants 
held both positions in their discussions about change and as discussed above tended 
to own the positives of change while locating the challenges within other members 
of staff.
As well as identifying the positives of changes in rules participants also discussed a 
number of factors which supported them and their colleagues to reduce rule bound 
behaviours and adapt to the changes.
3.4.4. “We’ve been working as a team”
Participants perceived support as important in making changes in rules and 
discussed this as occurring on a number of levels. Reflective of the positioning of 
challenges in others, participants discussed that support from themselves as 
managers and shift leaders was helpful in addressing other staff members’ 
reluctance to make changes. This approach involved reminding staff of the 
expectation and need for them to change their practice. Participants perceived a 
similar role for supervision in supporting staff to be more flexible and not use 
institutionalised practices such as rule bound behaviours.
“The routines and stuff...I said this can’t continue anymore you know this is now... 
I  have a couple o f staff that...might still slip back in a couple o f ways but that’s 
picked up immediately and we deal with things in supervision ” (Jane).
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Jane’s description of her actions again echo the experience of being observed 
discussed previously and, like other participants she positions the challenges of 
changing firmly within “other” members of staff.
In terms of support for themselves, participants felt that the supervision they 
received was helpful in adapting to changes in rules and felt their problems were 
heard and addressed. In terms of support from colleagues, participants discussed 
the importance of team working and the help this offered. Participants perceived 
the team as having an important role to play when changes were difficult and that 
working within an established (rather than newly formed) team facilitated this 
support enabling them to feel prepared and ready to face challenges. Andrew’s 
description of these changes as being “thrown” at them suggested that they may 
have been experienced as unexpected and at times difficult.
“We tend to understand...each other and whatever’s sort o f been thrown at us been 
able to manage, well so far, keep our fingers crossed! You know w e’ve been 
working as a team you know ”.
Participants also commented that training was helpful in supporting them to reduce 
rule bound behaviour and make changes. Some participants had received training 
directly about reducing institutionalised behaviours called “changes and challenges 
training” (Andrew). This had encouraged staff to think about institutionalised 
practice from the perspective of people with learning disabilities and develop 
empathy for their situation and experiences. Training was regarded as helpful in 
reminding staff about the changes expected in their working practice although 
some participants felt that training was harder to access now than in the “old ways” 
of working; “now it’s more waiting lists” (Charlene). Participants also noted that 
discussion within the team of new training was helpful in implementing and 
enabling changes.
“the rules that came in... to get rid o f institutionalised practice... we have regular 
meeting here with the home manager, with myself, always telling people you know 
these are the rules and we need to follow them. Right, this will get rid o f such and 
such practice, we have to move away from that practice ” (Andrew).
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In addition to supportive relationships and receiving training about changes in rules 
participants also noted that the environment they worked in had an important role 
in enabling changes in rules. The environment was perceived as restricting choices 
for people with learning disabilities in the “old ways”. Linda discussed the 
restrictions that having only one television had on providing choice.
“now most o f them they're got a TV in their room....but in the old days you say no, 
9 o clock the telly is going o ff that’s it
Participants discussed that the environment could also be in part responsible for 
rule bound behaviour and care, through imposing physical and resource constraints.
“everybody's got their own individual bedroom...so that’s made a difference, i t ’s 
all en suite so there's none o f this fighting fo r toilets and fighting fo r bathrooms 
like they used to do. I  think 3 years ago people had to be bathed almost in 
sequence... only because o f that environment” (Charlene).
Charlene’s description of the “fighting” for bathrooms gives a sense of the struggle 
of providing individual care and support. It is interesting that this difficulty is again 
positioned within others “they used to” and Charlene also positions the blame for 
the sequenced, routine solely within the environment. This could reflect the 
importance she placed in the environment in affecting the care provided or a desire 
to position blame for rule bound care away from herself.
Participants talked a lot about change throughout their work, both generally and in 
relation to their use of rules and the expectation that the rules had changed and so 
should their practice. Research has highlighted the challenge associated with 
working in an environment characterised by constant change (Thomdycraft & 
McCabe, 2008), the impact of change increasing pressure and stress on employees 
(Vakola & Nikolaou, 2005) and the difficulties reported by staff in the field of 
learning disabilities in changing to community based care (Allen et ah, 1990; 
Blumenthal et al., 1998).
Participants tended to locate the challenges of reducing the use of rule bound 
behaviours within others, describing “other members of staff’ as being stuck in the 
“old ways” of working and reluctant to change because new ways of working took
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longer. This defensive stance was also experienced in the sense of frustration and 
disempowerment amongst participants about changes in rules which were felt to be 
needed for others. This location of challenges and negatives within others 
contrasted with the ownership displayed by participants in their discussion of the 
“old ways” of working, possibly because this was safely in the past. Jingree & 
Finlay’s’ (2008) research with support staff working with people with learning 
disabilities highlighted a common theme of staff positioning themselves as 
“new/young/good staff’ who contrasted their practice to that of “old/bad/staff’ who 
were viewed as more concerned with institutionalised rules and routines. This 
research suggests that the participants in this study may have found it difficult to 
own and admit to rule bound behaviours. Defences within staff teams can be 
understood as attempts to manage anxiety evoked in the work (Halton, 1994) and 
in the context of this research participants’ location of rule bound behaviours 
within others could be understood as a denial of these behaviours in themselves, 
possibly to reduce associated discomfort and anxiety about their actions. This 
defence may also have been necessary in light of the removal of previous defensive 
structures (Menzies-Lyth, 1988) provided by the institutions i.e. rules and routines 
and a lack of accountability. These defences are further understandable in light of 
the increased autonomy and individual responsibility and accountability perceived 
by participants in their current working.
The challenges of changes in rules perceived by participants are supported by the 
work of Schein (1999) in his extension of Lewin’s (1951) three-stage-model of 
change. Schein ( 1999) proposed that anxiety in the unfreezing stage of change can 
lead to resistance and defensiveness as a result of feeling incompetent and a fear of 
losing one’s identity. This reflects participants’ perception of the location of 
challenges of changes in others and the possible defensiveness they experienced in 
relation to this. Participant’s confusion over the lack of clarity in the new rules is 
supported by Proctor & Doukakis (2003) who highlighted that resistance to change 
can also emanate from a perceived lack of information.
Participants discussed an increased autonomy, responsibility and accountability for 
their actions and had a perception of being constantly scrutinised and judged in 
their current working practices. In this context the added anxiety relating to the 
confusion and lack of clarity around what changes in rules meant for everyday 
practice highlight the pressure and anxiety participants perceived following
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changes in rules. This experience is supported by the findings of the stress 
associated with role ambiguity reported by staff in their transition to community 
settings (Allen et ah, 1990) and research around the fear of litigation for staff 
working with people with learning disabilities (Cambridge & Carnaby, 2005; 
Jingree et al., 2006; Malin & Wilmot, 2000). Menzies-Lyth (1988) highlighted that 
anxiety can be more intense when social defences are being restructured. This is 
relevant for these staff whose rules, which appeared to have previously had a 
containing function in defending against anxiety, were being changed.
As well as challenges, participants also perceived positives in working more
flexibly and not using the old rules. These included forming better relationships
with people with learning disabilities and having the time to get to know them. 
Research has highlighted the importance of empathy in reducing the risk of abuse 
in learning disability settings (White et al., 2003). Participants perceived the work 
as less pressured and more relaxed and that for some this had the impact of
encouraging staff to work harder and freed up time to facilitate forming
relationships with residents. Participants also valued recognition from others of the 
changes they had made and the impact of these on the people with learning 
disabilities they worked with. This is supported by research reporting that 
recognition for job performance is central to nurse morale (Cronin & Becherer, 
1999).
Participants identified a number of factors perceived to facilitate the reduction of 
rule bound behaviours. The support they offered to staff in their roles as managers 
and supervisors as well as the support they received from supervisors and fellow 
team members was highlighted as important in helping to adapt to changes in rules. 
This is supported by research highlighting the role of supervision in ensuring staff 
focus on meeting the needs of residents rather than their own (Bradshaw, 2000) and 
in directly supporting nurses to reflect on their actions and feel less bound to follow 
rules (Severinsson & Hummelvoll, 2001). In relation to participants’ perceptions of 
their current working, supervision has been found to be important for nurses 
working more autonomously in community settings in reflecting on the care they 
provide (Malin, 2000). With regard to the challenges of changing, Sines & 
McNally (2007) reported on the role of supervision both to focus on the quality of 
care provided but also to ameliorate work related stress in learning disability
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community settings where nurses reported often feeling unsupported and having an 
inadequate evidence base to support their practice.
All participants had some experience of management or team leading. The value 
participants placed on their roles as managers/team leaders in reminding staff about 
expected changes in their practice is supported by research by Forrester- Jones et 
a l (2002) who reported that the absence of clear management guidelines can lead 
to staff evolving a “family model” of care characterised by control and restriction 
of behaviours. Whilst participants discussed owning and offering a positive form of 
management to their colleagues some participants expressed concerns about the 
support they would receive from their managers. This is supported by Owen (2004) 
who highlighted the role of management in changes to community working. She 
proposed that staff who felt uncontained and unsupported by management were not 
able to support and contain the women with learning disabilities in their care.
Participants valued the support from team members when adjusting to change and 
engaging in training related to change. This is supported by research highlighting 
the role of team working in helping to manage the anxiety inherent in change, 
remove defences against change and increase motivation to change (Schein, 1999). 
Training has also been found to reduce resistance to change (Vakola & Nikolaou, 
2005) and support for individuals during training is reported to reduce anxiety 
associated with a change (Schein, 1999). In relation to changes in learning 
disability settings, Allen et al. (1990) found that teaching on “normalisation” 
supported staff in their concerns about role ambiguity following transition to 
community settings from hospitals. More recently, Forrester-Jones et a l (2002) 
stressed the importance of further training in principles and practices of ordinary 
living and positive risk management to reduce the risk of trans-institutionalisation 
in community settings.
Finally, the role of the environment in enabling the reduction of rule bound 
behaviours perceived by participants is supported by previous research examining 
the practical benefits of community based support (Emerson & Hatton, 1994; 
Owen, 2004). This importance of the environment in changes is also supported by 
Eûmes (2004) who highlighted the need to consider the environment in any change 
process and White et a l  (2003) who stressed the importance of an awareness of 
service environments when understanding staff behaviours.
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4 DISCUSSION
4.1 Summary of Findings
This study aimed to explore staff experiences of using rules in their work with 
people with learning disabilities, perceived changes to rules, and how staff 
understood the effect of rule changes. This was achieved by interviewing staff from 
two residential homes about their experiences of working within residential 
learning disability settings and their understanding of the process of moving from 
“old ways” to new ways of working.
The results of this study highlighted the containing function of rules in the “old 
ways” of working in the long stay hospitals. Staff members described this way of 
working as characterised by a lack of autonomy for staff in which responsibility for 
actions was firmly and clearly located within authority figures on the ward. 
Support for people with learning disabilities at these times was viewed as routine 
and lacking in choice and dignity.
In their current working, staff members described changes in policies resulting in 
changes in the rules. These were associated with a number of positives for people 
with learning disabilities such as flexibility in rules which enabled staff to offer 
choice and spend time developing relationships with residents. There was still a 
sense however that rules had to be followed by staff and situations were described 
in which external constraints prevented flexible, person-centred support. Changes 
in the rules were also associated with less positive outcomes for staff such as rules 
feeling overwhelming and unclear and it appeared at times that the flexibility in the 
rules meant they lost their containing function and were less helpful in guiding 
actions.
This change in the rules was perceived by staff as inevitable and unavoidable. It 
was discussed as occurring at a time when they were experiencing increased 
autonomy, responsibility and accountability in their work and a sense of being 
constantly scrutinised and monitored in their actions. Staff members appeared to be 
reluctant to own the difficulties and anxieties associated with these changes and 
instead located these challenges firmly within others. In their discussions of the 
changes in rules, staff also discussed a number of strategies and issues which they 
felt had supported them and other staff to manage these challenges.
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4.2 Links with Existing Literature
Menzies-Lyth’s (1988) theory of the containment of institutions and the application 
of this to learning disability settings (Smith & Brown, 1992) provides a helpful 
framework for understanding the experiences of staff both in the “old ways” and in 
their current experiences of using rules. In relation to the experience of changes in 
rules, Lewin’s (1951) three-stage-model of change is useful in understanding the 
process of and challenges associated with change discussed by staff members.
Previous research with staff working in learning disability settings has reported the 
difficulties experienced by staff in implementing policy/theoretical changes in their 
working practice, such as offering choice to people with learning disabilities 
(Jingree & Finlay, 2008). The authors further noted that participants presented 
themselves as enlightened individuals and facilitators of change (i.e. offering 
choice) who distanced themselves from the “old/bad staff’ who were more 
concerned with institutional rules and routines. The similar location of challenges 
within others by staff members in this research was understood as a possible 
defence against anxiety (Halton, 1994). Staff may also have been influenced by 
issues of social desirable responding i.e. the tendency to present a favourable image 
(van de Mortel, 2009) and subsequently found it difficult to admit to these 
difficulties in putting changes in policies about rules into practice.
4.3 Personal Reflections
The importance of the researcher disclosing his/her own assumptions and values is 
stressed in the process of qualitative research (Elliot et al., 1999) and has been 
examined and discussed above. This is an important part of IP A and was 
considered throughout the research using strategies such as regular meetings with 
peers and supervisors and keeping a reflective journal.
I was aware of the differences between myself and participants in the study and 
possible issues of power in relation to me being a white, middle class female 
holding a comparatively powerful position within the NHS. I think my relative 
youth and adoption of a non-judgemental, curious and empathie position in our 
interviews enabled participants to relax and feel at ease with me; most reported 
enjoying the process of the interview. However, it is possible that these differences 
and issues with power could help to understand/explain participants’ apparent
180
Volume 1 URN 6015772
social desirable responding in their denial of challenges of changes and location of 
these in others.
Throughout the process of this research I was aware of initially feeling frustrated 
with staff members and their location of challenges within others and apparent 
need to present themselves as enlightened, non rule-bound individuals. I found it 
was at times hard to maintain a curious and non-blaming stance when I felt this 
frustration and wondered if participants were not revealing their own views and 
meaning making but repeating what felt like the “party line” that the trust and 
government policies held about these issues. Discussing my frustrations with my 
IPA group and supervisors enabled me to think about possible motivations for this, 
maintain a non-blaming approach and use my interpretations of staff members’ 
narratives to consider their experiences in a more detailed and considered light.
The process of completing this research has taught me further about the potential 
importance of unconscious processes in staff teams and in understanding the 
challenges that staff may be facing in their work. I think that the experience of 
maintaining a non-judgemental stance throughout the data collection and analysis 
will also help me to be less blaming and more thoughtful of staff behaviours and 
motivations in my future practice.
4.4 Methodological Issues and Limitations
The sample used in this study cannot be seen as representative of the wider 
population of staff working with people with learning disabilities. However this is 
not the aim of IPA as it does not intend to achieve a representative sample but 
instead uses an ideographic approach, emphasising the uniqueness of phenomena, 
to produce an in-depth analysis of a small number of participants’ accounts. The 
conclusions drawn are a co-creation of participants’ perceptions and my 
interpretations of their accounts and therefore caution must be maintained in 
drawing conclusions beyond these individuals. Smith and Osborn (2003) however 
suggested that the emergence of similar themes within one sample may be relevant 
for individuals from comparable populations and Smith and Osborn (2008) stressed 
the importance of theoretical generalisations, stating that IPA should be judged by 
the light it sheds within the broader, theoretical context. It is hoped therefore that 
these findings contribute to the development of an understanding of staff working
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in residential homes’ use of rules with people with learning disabilities and their 
experiences of the changes in these rules.
In relation to credibility checks, the importance of checking understanding with 
original informants was stressed by Elliot et a l (1999). It was unfortunate that only 
one participant chose to respond to the feedback questionnaire however all 
participants were invited to share their views and it was encouraging that the 
feedback received agreed with the initial superordinate themes generated through 
the analysis. Attempts to meet with participants in person to gain their feedback 
may have produced more responses however it was felt that the loss of anonymity 
in this may have restricted participants in giving their true opinions about the 
research. It was also very complicated to arrange the interviews and for staff to find 
time in their busy days. As such it was felt that questionnaires would be easier and 
quicker for participants to complete. Credibility checks were also addressed 
through regular meetings with my university supervisor and a senior lecturer in the 
department to discuss the analysis as well as attending regular University of 
Surrey, South London IPA group meetings.
The issue of socially desirable responding in research, as discussed above, has been 
highlighted as an important consideration in research using interviews (van de 
Mortel, 2009). Social desirability has further been reported as likely to occur in 
responses to socially sensitive questions (King & Brunner, 2000) which the 
interview schedule in this study could be understood to contain. As such 
interpretations and conclusions can only be drawn on staff members’ responses, 
which may not be representative of their actual behaviour. Whilst it could be 
argued that alternative data collection techniques such as observations are more 
likely to access these behaviours these also have limitations such as the observer 
necessarily impacting on participants’ behaviour (Chatman, 1992) and issues of 
validity (Johnson, 1997). The aim of this study was also to explore staff members’ 
meaning making of rule bound behaviours rather than produce an objective 
measure of their behaviours.
The cross-sectional design of this study enabled an exploration of staff members’ 
experiences and understanding but relied on a retrospective view of the “old ways” 
of working. It is possible that a longitudinal design i.e. interviewing staff 20 years 
ago and again at this point in time may have produced different results and a
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different perception of change over time. Whilst a retrospective view could be 
viewed as open to biases, the focus of this research has been on staff members’ 
experiences at this point in time and as such a cross sectional design was felt the 
most appropriate in this study. The logistics of the time frame in this research also 
prevented the consideration of the use of a longitudinal study.
The focus of this research has been on the experience of seven staff who have 
moved from institutional settings to community based residential homes. This is a 
reflection of those staff who chose to take part in the research and it was notable 
that the only staff willing to participate were those who were more senior, 
experienced and with management/leadership experience. There is always an 
inherent bias in self selection methods of recruitment (Dallos & Vetere, 2005) and 
in this research it is possible that those staff who took part were more motivated 
and skilled and as such may have had a different understanding of rules in relation 
to their colleagues. When talking with staff groups there was a strong sense of 
disempowerment amongst more junior staff when I explained my research and I 
was told that there was point in talking to them'" because “they (senior 
members of staff) make the rules”. The recent Healthcare Commission report 
(2007) found that staff interviewed in their investigation often seemed unaware that 
their actions constituted institutionalised abuse and it is possible that less 
senior/trained staff may have a similar experience in relation to their practice i.e. be 
unaware that certain actions such as rule bound behaviours are no longer 
appropriate and are viewed as abusive.
This research has focussed on staff members’ experiences and understanding of 
rules in their work and as such could be criticised for losing the perspective of 
people with learning disabilities. This was a conscious decision, however, as 
research into staff experiences in this area has not been previously investigated and 
has an important impact on the lives of people with learning disabilities (Raynes et 
al., 1987; Robertson et al., 2007; White, et al., 2003).
4.5 Future Research
Throughout the interviews staff members discussed their perceptions that people 
with learning disabilities had had to adapt to changes in rules; however this was not 
included in this analysis due to the focus on staff experiences. Completing further 
research with people with learning disabilities could explore whether they perceive
183
Volume 1 URN 6015772
a change in the support they receive in relation to rules and if so how they have 
experienced this. This research has highlighted some of the challenges staff 
experienced in adapting to changes and institutionalised practices. It is possible that 
some people with learning disabilities may face challenges in becoming 
“deinstitutionalised” and adapting to non rule bound support when they may have 
lived with rules and routines, without choice for most of their lives. It may also be 
possible that, as with staff, rules may have some positive functions for people with 
learning disabilities such as security and reassurance that they will get their needs 
met.
Staff without management/leadership experience could have very different 
perceptions of rules and how they use them in their work. It is possible that these 
staff may face more challenges in changing their practice due to their more junior 
positions with less power within the organisation or have more flexibility in their 
working practice. Future research with these staff could explore their perceptions 
and these possibilities. Interviewing staff without experience of working in 
institutional settings who are newer to this field of work may also increase 
understanding of rule bound practices. These staff may experience challenges in 
working in a non-rule bound way however it is possible that these challenges may 
be different and their use of any rule bound practices may have a different source 
and function.
The participants in this study came from a range of ethnic backgrounds and whilst 
there were more female participants (five) than male (two) the themes produced by 
the analysis were relevant to all participants without any disparities between 
genders or ethnic backgrounds. Some participants however, perceived differences 
in the expectations and working practice for men and women, such that some men 
felt it was not their role to complete domestic chores within the home. This was not 
explored in this analysis but gender differences (and differences in work 
experience discussed above) and their potential impact on the perceptions of rules 
could be explored in future research and have implications for training and 
dynamics within staff team as well as interactions between staff and clients.
The staff members recruited for this study worked in homes located on the grounds 
of an old, long stay hospital. Research has found that “community homes” still 
located within the grounds of a hospital setting have less positive outcomes for
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residents in terms of flexibility and choice in their daily routines compared to 
homes truly located within the community (Owen, 2004). As such future research 
could explore the experiences of staff working in community, supported living 
settings where flexible and non-rule bound working may be more easily 
accommodated and achieved and different challenges may be experienced.
In relation to further research, the adoption of quantitative methodology to explore 
whether staff members’ perceptions of their use of rules and change in these is 
generalisable to the wider staff population, such as in different settings would 
extend and develop this research.
4.6 Clinical and Organisational Implications
4.6.1 Support fo r  S taff
In relation to the apparent loss of the containment of the institution for the staff 
members in this study and the ongoing anxiety and possible stressors inherent in 
their role, it is possible that a space to discuss these emotions could be helpful. This 
may need to be handled sensitively in light of the apparent defensiveness against 
acknowledging/owning the challenges of changes. Mawson (1994) in his work on 
containing anxiety with staff working with “physically and mentally damaged 
children” stressed the importance for staff involved in painful and stressful work to 
be given space to think about the anxieties evoked by this work and the effect of 
these anxieties on them. He highlighted that this process can offer the opportunity 
for insight and change for both staff groups and the wider institution This could be 
provided through supervision although in light of research highlighting that fear of 
negative evaluation can markedly inhibit supervisees (Sines & McNally, 2007) a 
specific workshop/group for participants in the study to think about the issues 
raised in this research may be a safer, more containing context for this work. These 
workshops/groups may also be beneficial for other members of staff experiencing 
changes in their use of rule bound behaviours in similar residential homes for 
people with learning disabilities.
The results of this research suggested that staff valued supervision as well as 
opportunities to work as a team and spend time meeting as a team.
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4.6.2 The Role o f  Training
Staff in this study reported valuing training and were able to apply this to changes 
in rule bound behaviours. In relation to the content of any future training, these 
participants and staff working in similar contexts may benefit from discussing and 
learning about the challenges of changing and some of the practicalities of 
changing such as external constraints in the environment. It may be helpful to 
include teaching on theoretical change models to help staff understand the process 
of changing as well as the challenges in this. As previously discussed, Lewin’s 
(1951) three-stage model is helpful in providing a clear, accessible model of 
change and also explaining some of the challenges of changing. Other change 
models, such as Prochaska and DiClemente’s (1992) transtheoretical model of 
change, while developed to examine stages of change in addictive behaviours, may 
also be helpful to staff in understanding processes such as lapses and relapses when 
changing behaviour.
4.6.3 Challenges in Changing
Participant’s discussions of the challenges as well as the positives of managing the 
change in their use of rules could help support other staff teams and services who 
may be experiencing similar transitions. Input from psychology in the form of 
consultation using this information to support staff to think psychologically about 
their working styles could be helpful.
4.6.4 Implications fo r  People with Learning Disabilities
Whilst the research does not suggest any direct implications for people with 
learning disabilities it is hoped that the implications for these participants and staff 
working in similar contexts will have positive impacts in the support they offer. It 
is hoped that these implications for staff will help support less rule bound, PCP 
care which will have positive impacts for people with learning disabilities in 
increasing their quality of life and choice.
4.6.5 Importance o f  the Environment
Whilst studies have stressed the importance of staff in successful moves to 
community support (Raynes et a l, 1987), staff members in this research also 
highlighted the role of the environment and the impact it can have on the lives of 
people with learning disabilities. As such, it is possible that support and training for 
staff in similar contexts may have a limited success in environments which prevent
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non-rule bound and PCP support through practical limits such as inadequate self 
care facilities and constraints from external resources such as tight time schedules.
4.7 Conclusions
This research has explored the experiences of staff working in two residential 
homes for people with learning disabilities and their understanding of rule bound 
behaviours. As such it has started to address a thus far, under researched area and 
responds to some of the calls for studies in this area i.e. Barr (2007), Forrester- 
Jones et a l (2002) ESC (2007) and Smith and Brown (1992). The use of Menzies- 
Lyth (1988) theory of the containment function of institutions and Lewins’ (1952) 
model of change have provided a useful framework to think about some of the 
challenges of changing rule bound behaviours for staff. The research suggests some 
areas of consideration for implications regarding future practice, in staff support 
and training within residential learning disability services.
187
Volume 1 URN 6015772
References
Allen, P., Pahl, J. & Quine, L. (1990). Care Staff in Transition: The impact on staff 
o f changing services for people with mental handicaps. HMSO: London.
Bamford, D. & Daniel, S. (2005). A Case Study of Change Management 
Effectiveness within the NHS. Journal o f Change Management, 5(4), 391-406.
Bamford, D. and Forrester, P. (2003). Managing planned and emergent change 
within an operations management environment. International Journal o f 
Operations and Production Management, 23(5), 546-564.
Barr, O. (2007). It is not enough to know what to do. Journal o f Intellectual 
Disabilities, 11, 123-126.
Batson, C.D. (1990). How Social an Animal?: The Human Capacity for Caring. 
American Psychologist, 45(3), 336-346.
Blumenthal, S., Lavender, T. & Hewson, S. (1998). Role clarity, perception of the 
organisation and burnout amongst support workers in residential homes for people 
with intellectual disabilities: a comparison between National Health Service trust 
and a charitable company. Journal o f Intellectual Disability Research, 42(5), 409- 
417.
Bradshaw, D. (2000). Preventing the abuse of vulnerable adults. Journal o f Adult 
Protection,! 25-38.
Brown, A. (1995). Organisational Culture. Pitman: London
Bumes, B. (2004). Managing Change: A Strategic Approach to Organisational 
Dynamics. Prentice Hall (4th edn).
Cambridge University Press (2008) Cambridge Advanced Learner’s Dictionary 
(3rd edn). Cambridge University Press.
188
Volume 1 URN 6015772
Cambridge, P. & Carnaby, S. (2005). Person Centred Planning and Care 
Management for People with Learning Disabilities. Jessica Kinglsey Publishers.
Chemiss C. (1980). Staff Burnout. Sage, Beverly Hills, CA
Chapman, E. & Smith, J. A. (2002). Interpretative Phenomenological Analysis and 
the New Genetics. Journal o f  Health Psychology, 7(2), 125-130.
Chatman, E. A. (1992). The information world o f retired women. Westport, CT: 
Greenwood Press.
Clegg, J.A., Standen, P.J. & Jones, G. (1996). Striking the balance: A grounded 
theory analysis of staff perspectives. British Journal o f Clinical Psychology, 35(2), 
249-264.
Coghlan, D. & McAuliffe, E. (2003). Changing Healthcare Organisations. 
Blackball Publishing.
Cronin, S.N. & Becherer, D. (1999). Recognition of Staff Nurse Performance and 
Achievements: Staff and Manager Perspectives. The Journal o f Nursing 
Administration, 29(1), 26-31.
Hallos, R. & Vetere, A. (2005). Researching Psychotherapy and Counselling. 
London: Open University Press.
DH (Department of Health) (2001). Valuing People: A new strategy fo r learning 
disability fo r the 2Jsl century, London: DH.
DH Department of Health (2006) Our health, our care, our say: a new direction 
for community services. London: DH
DH (Department of Health) (2009). Valuing People Now: A new three-year 
strategy for people with learning disabilities, London: DH.
189
Volume 1 URN 6015772
DESS (1969). Report o f the Committee o f Enquiry into the Allegations o f III 
Treatment and other Irregularities at the Ely Hospital, Cardiff. Cmnd. 3975. 
London, MHSO.
DESS (1971). Better Services for the Mentally Handicapped. Cmnd. 4683. 
London, EMSO.
Elliot, R., Fischer, C.T. & Rennie, D.L. (1999). Evolving guidelines for publication 
of qualitative research studies in psychology and related fields. British Journal o f 
Clinical Psychology, 38, 215-229.
Emerson, E. & Eatton, C. (1994). Moving out: Relocation from hospital to 
community. London: EMS.
Emerson, E. & Eatton, C. (1996). Impact of deinstitutionalization on service users 
in Britain. In J. Mansell & K. Ericsson (Eds.) Deinstitutionalization and 
Community Living: Intellectual Disability Services in Britain, Scandinavia and the 
USA (pp. 169-184). Chapman & Eall, London.
Emerson, E. & Eatton, C. (2004). Estimating Future Need/Demand for Supports 
for Adults with Learning Disabilities in England. Institute for Health Research, 
Lancaster University, UK.
Emerson, E., Malam, S., Davies, I. & Spencer, K. (2005). Adults with learning 
difficulties in England2003/4, London: Eealth and Social Care Information Centre.
Fade, S. (2004). Using interpretative phenomenological analysis for public health 
nutrition and dietetic research: a practical guide. Proceedings o f the Nutrition 
Society, 63, 647-653.
Forrester-Jones, R., Carpenter, J., Cambridge, P., Tate, A., Eallam, A., Knapp, M. 
& Beecham, J. (2002). The quality of life of people 12 years after resettlement 
from long stay hospitals: users’ views on their living environment, daily activities 
and future aspirations. Disability and Society, 17(7), 741-758.
190
Volum e 1 URN 6015772
Goffman, E. (1961). Asylum: Essays on the Social Situation o f Mental Patients and 
Other Inmates. New York, Doubleday.
Hale, E.D., Trehame, G J. & Kitas, G.D. (2007). Qualitative methodologies II: A 
brief guide to applying Interpretative Phenomenological in musculoskeletal care. 
Musculoskeletal Care, 6(2), 86-96.
Halton, W. (1994) Some unconscious aspects of organizational life: contributions 
from psychoanalysis. In A. Obholzer & V.Z. Roberts (Eds.) The Unconscious at 
Work: Individual and Organizational stress in the Human Services. Routledge: 
London and New York.
Healthcare Commission/Commission for Social Care Inspection (2006). Joint 
Investigation into the Provision o f Services for People with Learning Disabilities at 
Cornwall Partnership NHS Trust. London: Healthcare Commission/Commission 
for Social Care Inspection.
Healthcare Commission (2007). Investigation into the Service for People with 
Learning Disabilities Provided by Sutton and Merton Primary Care Trust. London: 
Healthcare Commission.
Jingree, T., Finlay, W.M.L. & Antaki, C. (2006). Empowering words, 
disempowering actions: an analysis of interactions between staff members and 
people with learning disabilities in residents’ meetings. Journal o f Intellectual 
Disability Research, 50(3) 212-226.
Jingree, T. & Finlay, W.M.L. (2008). “You can’t do i t . . . it’s theory rather than 
practice”: staff use of the practice/principle rhetorical device in talk on 
empowering people with learning disabilities. Discourse and Society, 19(6), 705- 
726.
Johnson, R. B. (1997). Examining the validity structure of qualitative research. 
Education, 118(2), 282-292.
King, M. and Bruner, G. (2000). Social desirability bias: a neglected aspect of 
validity testing. Psychology and Marketing,\7(2), 79-103.
191
Volume 1 URN 6015772
Kishi, G. Teelucksing, B. Zollers, N. Parke-Lee, S. and Meyer, L. (1988). Daily 
decision making in community residences: a social comparison of adults with and 
without mental retardation. American Journal on Mental Retardation, 92, 5, 430- 
435.
Lewin, K. (1951). Field Theory in Social Science (New York: Harper & Row).
Mack, D.A., Nelson, D.L. & Campbell-Quick, J. (1998). The stress of 
organizational change: a dynamic process model. Applied Psychology: An 
International Review, 47(2), 219-232
Malin, N.A. (2000). Evaluating clinical supervision in community homes and 
teams serving adults with learning disabilities. Journal o f Advanced Nursing, 
31(3), 548-557.
Malin, N.A. & Wilmot, S. (2000). An ethical advisory group in a learning 
disability service: member’s views on outcomes. Journal o f Intellectual 
Disabilities, 4, 333-342.
Maracek, J. (2003). Dancing Through Minefields: Toward a Qualitative Stance in 
Psychology. In P.M. Camic, J.E. Rhodes & L. Yardley (Eds.) Qualitative Research 
in Psychology: Expanding perspectives in methodology and design (pp 49-69). 
Washington DC -  American Psychological Associated.
Markova, I. (1991). Asymmetries in group conversations between a tutor and 
people with learning difficulties. In I. Markova & K. Foppa (Eds.) Asymmetries in 
Dialogue (pp. 221-240). Harvester Wheatsheaf, Hemel Hempstead.
Maslach C. & Jackson S. E. (1981). Manual: Maslach Burnout Inventory, 2nd edn. 
John Wiley & Sons, New York, NY.
Mason, B. & Sawyer, A. (Eds.) (2002). Exploring the Unsaid: Creativity, Risks 
and Dilemmas in Working Cross-Culturally. Kamac.
192
Volume 1 URN 6015772
Mawson, C. (1994). Containing anxiety in work with damaged children. In A. 
Obholzer & V.Z. Roberts (Eds.) The Unconscious at Work: Individual and 
Organizational stress in the Human Services. Routledge: London and New York.
Menzies-Lyth, I. (1988). Containing Anxiety in Institutions: Selected Essays -  Vol. 
1. London: Free Association.
Mitchell, D. (2000). Parallel Stigma? Nurses and people with learning disabilities. 
British Journal o f Learning Disabilities, 28, 78-81.
National Health Service Executive (1998). Good Practice. Signposts fo r Success 
(in Commissioning and Providing Health Services for People with Learning 
Disabilities). Department of Health, Her Majesty’s Stationery Office, London.
Nirje B. (1969). The normalisation principle and its human management 
implications. In R. Kugel & W. Wolfensberger (Eds.) Changing Patterns in 
Residential Services for the Mentally Retarded. Presidents’ Committee on Mental 
Retardation, Washington, DC, USA.
O’Brien, J. (1994). Down stairs that are never your own; Supporting people with 
developmental disabilities in their own homes. Mental Retardation, 32, 1-6.
Owen, K. (2004). Going Home? A study o f women with severe learning disabilities 
moving out o f a locked ward. The Judith Trust for people with learning disabilities 
and mental health needs. St. George’s Hospital Medical School.
Ponterotto, J.G. (2005). Qualitative Research in Counselling Psychology: A Primer 
on Research Paradigms and Philosophy of Science. Journal o f Counselling 
Psychology, 52(2), 126-136.
Prochaska, J.O. and DiClemente, C.C. (1992) Stages of change in the modification 
of problem behaviors. In M. Hersen, R.M. Eisler and P.M. Miller (Eds.) Progress 
in behavior modification (pp. 184-218). Sycamore,IL: Sycamore Press.
193
Volume 1 URN 6015772
Proctor, T. & Doukakis, I. (2003) Change management: the role of internal 
communication and employee development. Corporate Communications: An 
International Journal, 8(4), 268-277
Rapley, M. & Antaki, C. (1996). A conversational analysis of the “acquiescence” 
of people with learning disabilities. Journal o f Community and Applied 
Psychology, 6, 207-227.
Raynes, N., Sumpton, R.C. & Flynn, M.C. (1987). Homes for Mentally 
Handicapped People. Tavistock Publications: New York and London.
Robertson, J., Hatton, C., Emerson, E., Elliott, J., McIntosh, B., Swift, P. et al 
(2007). Reported Barriers to the Implementation of Person-Centred Planning for 
People with Intellectual Disabilities in the UK. Journal o f Applied Research in 
Intellectual Disabilities, 20, 297-307.
Schien, E.H. (1999). The Corporate Culture Survival Guide. Jossey-Bass: San 
Francisco.
Severinsson, E. & Hummelvoll, J.K. (2001). Factors influencing job satisfaction 
and ethical dilemmas in acute psychiatric care. Nursing and Health Sciences, 3, 81- 
90.
Shaw, R. (2001). Why use interpretative phenomenological analysis in health 
psychology? Health Psychology Update, 10(4), 48-52.
Sidani, S. & Sechrest, L. (1996). Analysis and use o f qualitative data. NIDA 
Research Monograph, No. 166.
http://www.drugabuse.gov/pdf/monographl66/292_309.pdf
Silverman, D. (2006). Interpreting Qualitative Data. 3rd Edn. Sage Publishers Ltd.
Sines, D. & McNally, S. (2007). An investigation into the perception of clinical 
supervision experienced by learning disability nurses. Journal o f Intellectual 
Disabilities, 11, 307 -  328.
194
Volume 1 URN 6015772
Sinson-, J.C. (1990). Micro-institutionalisation? Environmental and managerial 
influences in ten living units for people with mental handicap. British Journal o f 
Mental Subnormality, 36, 77-86.
Smith, J.A. (1996). Beyond the divide between cognition and discourse: using 
interpretative phenomenological analysis in health psychology. Psychology and 
Health, 11,261-271.
Smith, H. & Brown, H. (1992). Inside-out: A psychodynamic approach to 
normalisation. In H. Brown & H. Smith (Eds.) Normalisation: A Reader (pp. 84- 
99). Routledge: London and New York.
Smith, J.A. & Eatough, V. (2007). Interpretative Phenomenological Analysis. In E. 
Lyons & A. Coyle (Eds.) Analysing Qualitative Data in Psychology (pp. 35-50). 
Sage Publications Ltd.
Smith, J.A., Jarman, M. & Osborn, M. (1999). Doing Interpretative 
Phenomenological .Analysis. In M. Murray & K. Chamberlain (Eds.) Qualitative 
Health Psychology: Theories and Methods (pp. 218-240). Sage Publications.
Smith, J.A. & Osborn, M. (2003). Interpretative Phenomenological Analysis. In 
J.A. Smith (Ed.) Qualitative Psychology: A Practical Guide to Research Methods. 
(pp. 51-79). Sage Publications.
Smith, J.A. & Osborn, M. (2008).Interpretative Phenomenological Analysis. In 
J.A. Smith (Ed). Qualitative Psychology: A practical guide to research methods. 
(2nd edn). Sage Publications.
Smythe, C.M. & Bell, D. (2006). From biscuits to boyfriends: the ramifications of 
choice for people with learning disabilities. British Journal o f Learning 
Disabilities, 34, 227-236.
Thomdycraft, B. & McCabe, J. (2008). The challenge of working with staff groups 
in the caring professions: the importance of the “team development and reflective 
practice group. British Journal o f Psychotherapy, 24(2), 167-183.
195
Volume 1 URN 6015772
Tizard, J. (1964). Community Services for the mentally handicapped. London: 
Oxford University Press.
Tyne, A. (1982). Community care and mentally handicapped people. In Walker, A. 
(Ed.) Community Care: The Family, the State and Social Policy. Oxford, 
Blackwell.
Vakola, M. & Nikolaou, I. (2005). Attitudes towards organizational change. What 
is the role of employees’ stress and commitment? Employee relations, 27(2), 160- 
174.
van de Mortel, T. (2008). Taking it: social desirability response bias in self-report 
research'. Australian Journal o f Advanced Nursing, 25(8), 40-48.
Walker, B. & Niner, P. (2005). The use of discretion in a rule-bound service: 
Housing benefit administration and the introduction of discretionary housing 
payments in great Britain. Public Administration, 83(1), 47-66.
White, C., Holland, E., Marsland, D. & Oakes, P. (2003). The Identification of 
Environments and Cultures that Promote the Abuse of People with Intellectual 
Disabilities: a review of the Literature. Journal o f Applied Research in Intellectual 
Disabilities, 16, 1-9.
Whittington, A. & Bums, J. (2005). The dilemmas of residential care staff working 
with the challenging behaviour of people with learning disabilities. British Journal 
o f Clinical Psychology, 44, 59-76.
Willig, C. (2001). Introducing Qualitative Research in Psychology: Adventures in 
theory and method. Open University Press: Buckingham, Philadelphia.
Wolfensberger W. (1983). Social role valorisation: A proposed new term for the 
principle ^normalisation. Mental Retardation, 21(6), 234-239.
World Health Organization (1992). The ICD-10 Classification o f Mental and 
Behavioural Disorders: Clinical Descriptions and Diagnostic Guidelines. Geneva.
196
Volume 1 URN 6015772
Young, A.P. (1999). Rule breaking and a new opportunistic managerialism. 
Management decision, 37(7), 582 -  588.
Volume 1 URN 6015772
Research Log
198
Volume 1 URN 6015772
1 Formulating and testing hypotheses and research questions Yes
2 Carrying out a structured literature search using information 
technology and literature search tools
Yes
3 Critically reviewing relevant literature and evaluating research 
methods
Yes
4 Formulating specific research questions Yes
5 Writing brief research proposals Yes
6 Writing detailed research proposals/protocols Yes
7 Considering issues related to ethical practice in research, 
including issues of diversity, and structuring plans accordingly
Yes
8 Obtaining approval from a research ethics committee Yes
9 Obtaining appropriate supervision for research Yes
10 Obtaining appropriate collaboration for research Yes
11 Collecting data from research participants Yes
12 Choosing appropriate design for research question Yes
13 Writing patient information and consent forms Yes
4 Devising and administering questionnaires Yes
15 Negotiating access to study participants in applied NHS settings Yes
16 Setting up a data file Yes
17 Conducting statistical analysis using SPSS Yes
18 Choosing appropriate statistical analysis Yes
19 Preparing quantitative data for analysis Yes
20 Choosing appropriate quantitative data analysis Yes
21 Summarising results in figures and tables Yes
22 Conducting semi-structured interviews Yes
23 Transcribing and analysing interview data using qualitative 
methods
Yes
24 Choosing appropriate qualitative analysis Yes
25 Interpreting results from quantitative and qualitative analysis Yes
26 Presenting research findings in a variety of contexts Yes
27 Producing a written report on a research projects Yes
28 Defending own research decision and analyses Yes
29 Submitting research reports for publication in peer-reviewed 
journals or edited book
No
30 Applying research findings to clinical practice Yes
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